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First World Conference on Medical Education 


President’s Address 


THE CHALLENGE TO MEDICAL EDUCATION IN THE SECOND 
HALF OF THE TWENTIETH CENTURY 


Sir LIONEL WHITBY, C.V.O., M.D., F.R.C.P. 
Regius Professor of Physic, University of Cambridge 


The title of my address has not been framed as a ques- 
tion, since there can be no doubt that the second half 
of the twentieth century offers a challenge to medical 
education, as indeed it offers a challenge to every 
variety of medical experience, to every aspect of medi- 
cine, and to the practice of medicine in every part of 
the world. 

It is for me to examine the nature of the challenge 
and for you to listen in the coming week to speakers 
from all over the world who will make their contribu- 
tions to our discussions, and who, though having in 
mind the general issue, will nevertheless instruct us in 
some of the particular difficulties of their own countries 
and conditions. For perhaps the first abiding value of 
this conference may be that we shall know more of 
each other and each other’s conditions. There can be 
little doubt that when we individually think of medical 
education we think only of our own countries. 

The world, however, has now become so shrunken, 
because of modern communications, that we can no 
longer take a parochial view of our problems, whether 
they be economical, political, social, or, above all, medi- 
cal, since medicine mercifully knows no international 
boundaries and happily has the same ideals in all 
countries. Even when countries are at war their medi- 
cal professions can co-operate and be at peace one with 
another in a common task. Fortunately, there is a 
growing world-wide awareness of the common bonds 
of medicine and the contributions which these can make 
to world peace. 

The World Health Organization of the United Nations 
and the medical offshoot of Unesco, C.I.0.M.S., both 
intergovernmental in constitution, are a formal inter- 
national recognition that medicine, health, science, and 
education present common world problems which can, 
in part, be faced and partially solved by men and women 
from different countries meeting together and expressing 
their views. Medical men themselves have realized the 
challenge by founding the World Medical Association, 
and I am proud to know that in this the British Medical 
Association has played a prominent part. The World 
Medical Association represents the field workers, those 
who have to do the job. 

It would indeed be unusual, if not an indication of 
inertia and ill-health, if the practising doctors did not 
have their disagreements with intergovernmental plan- 
ners. We regard the scene from different standpoints, 


and I can understand at least this much of Einstein’s 
theory of relativity, that what is observed depends upon 
the position of the observer. 

It is perhaps significant that the first great project of 
the World Medical Association is the holding of the 
First World Conference on Medical Education, and it is 
also significant that it has secured the willing collabora- 
tion of the World Health Organization, whilst the sup- 
port and interest of the International Association of 
Universities can only mean that the sure foundation of 
medical studies is the university and the university ideal. 


The Challenge to Education 


The first challenge which has come to the fore in 
the second half of the twentieth century is not confined 
to medical education, but is levelled at education itself, 
whatever calling or profession a man or a woman is to 
take up. The basic trouble is the same as with medicine, 
that the accumulation of knowledge is such as to demand 
early specialization and to make it impossible for a 
student to be comprehensive in his approach to his 
subject. 

Abraham Flexner said that medical education was not 
so much a matter of medicine as of education. It is 
fortunate, therefore, that Sir Richard Livingstone, who 
has probed deeper than any of us into the meaning and 
purpose of education, has paid us the great compliment 
of coming to address a gathering of doctors and to give 
us the benefit of his wisdom. 

It is also fitting that Professor Fulton, who has made 
the physiology of the brain his special study, should 
follow Sir Richard Livingstone and speak on his other 
special interest, that of medical history, telling us of the 
background of the theme of the conference under the 
title of “The History of Medical Education.” 

And then, several thousands of miles from New 
England, Colonel Mallick comes from Pakistan to 
speak on the parting of the ways between the medicine 
of this century and before that time. Is medicine a 
technology or a profession? And if the answer is clear, 
as I think it is, then how must we educate youth to 
respond to the challenge implicit in this conception of 
our common faith ? 

In preparing for any calling there are challenges from 
three directions. These are directed at the teachers, at 
those they teach, and at what they teach. These aspects 
therefore form the basis of three of the main sections for 
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the Conference, whilst the fourth, preventive and social 
medicine, reflects our enhanced consciousness of its 
importance and of its potentialities both in the medical 
profession and among the general public, including their 
elected representatives in the governments of the world. 

Social medicine, not to be confused with socialist 
medicine, is indeed our main contact with the laity, since 
it covers a part of medicine which they can readily 
understand, and the execution of it, particularly from 
the financial angle, lies in their hands. In this field of 
medicine, too, the fundamental principles are the same 
in all parts of the world, whether the conditions be 
civilized or primitive. 


Challenge to the Student 


What is the challenge to the student ? There are certain 
qualities essential to all students, from whatever part of the 
world they may derive. It is not difficult to draw a brief 
pen-picture of the ideal medical student ; cultured, broadly 
educated in the humanities, intelligent and intellectual, of 
transparent integrity, humane and sympathetic, and, above 
all, one who will love his profession as well as his fellow 
men and all their weaknesses, their joys, and their sorrows. 

It would be impossible for all students to attain such an 
ideal, but all should have some at least of these qualities, 
either inherent or capable of development, for I personally 
believe that unless this is so the man will never make 
a doctor, however well he is taught. Selection therefore 
becomes of importance, and will be a part of our dis- 
cussion. 

It is reasonable to suggest that the profession of medicine, 
being recruited from the upper one-third stratum of the 
normal distribution of intelligence, should be composed of 
something better than a high average. This view must neces- 
sarily be related to the demands of other professions and 
occupations, which likewise need to be recruited from the 
same stratum. Indeed, it may be necessary to survey the 
man-power available in relation to the number of doctors 
required by the various peoples, some countries being 
prosperous and urbanized, others prosperous and rural, 
many poor and underdeveloped. 

In all countries it is important that the medical profession, 
while being technically competent, should also have such 
intellectual and social prestige and such unquestionable 
integrity as to command respect in the councils of the 
nation, the province, and the community. Medical students 
must be recruited on individual qualities and ability, quite 
independent of family, of personal fortune, of class or 
family distinction, save that a cultured philanthropic family 
tends to foster desirable qualities. 

There can indeed be little doubt that the first challenge 
to medical education at this time is the challenge to educa- 
tion itself. Has the government of a particular country so 
ordered its educational system that a proportion of its youth 
will be fit to take up the most exacting profession in the 
world ? If this is not the case, then the omission may need 
to be rectified at adult phase, perhaps in another country, 
otherwise there is little point in making fine or even coarse 
adjustments in the medical curriculum if the soil is not fit 
to receive the seed. 


The Medical Teacher 


Just as we think of the ideal medical student (though we 
ought really to think of the average, for this is the type with 
which our educational methods have to contend), so also we 
can picture the ideal medical teacher, whether he be teach- 
ing at the bedside, in the out-patient department, in the 
operating theatre, in the laboratory, in the lecture-room, 
or in the field. 

Not all can attain the ideal, and it is not necessarily true, 
in fact often not so, that an expert in his subject can readily 
hand on his knowledge to others. Yet the expert and the 
artist can usually impart something which the professional 


teacher cannot convey. There is, however, much to be said 
for the wide use of some form of tutorial system in the 
teaching of medicine. By this I do not mean what is gener- 
ally implied by a medical tutorial—namely, question and 
answer in preparation for an examination. I think, instead, 
of the relatively young, experienced, keen member of 2 
hospital staff to whom a small group of students can be 
permanently attached during the whole time of their hospital 
learning. The group could gather with the tutor, once or 
twice a week, from their several and different duties and 
discuss with him the doings and experiences of the week. 
Such a tutor, who might well be a general practitioner, could 
direct studies, review the work of the week, integrate and 
co-ordinate the various experiences, and give point and 
emphasis in such a review to all the aspects of medicine, 
social, hygienic, psychological, ecological, historical, and so 
on, which various advocates would especially wish to have 
inserted into an already overloaded medical curriculum. 
Such a tutor would indeed help to correct the departmental 
attitude which tends to over-emphasize a narrow subject. 
Good tutors are difficult to find, and they should not be 
overloaded with too many students, otherwise the personal 
atmosphere, that of a family rather than a tutorial class, 
would be destroyed. 

Presentation is in many ways as important as what is 
presented. The classics, thought by many to be the ideal 
form of education, are worse than useless if presented to 
the student in a way which repels him. 

The selection and appointment of future teachers might 
well be more deliberate than hitherto, in order that some 
may be chosen for their teaching capabilities; and such 
appointments in some grades might be for limited terms 
instead of for life. 


What is to be Taught ? 


So much, then, for the medical student himself and his 
teacher. I must now take up the third challenge—namely, 
what is the student to be taught. From the narrow point of 
view one can argue endlessly whether this or that subject 
should be included in the curriculum and how many hours a 
week or a term should be devoted to it. With such an 
approach this conference would probably make little pro- 
gress even if it were to confine its attention to the 
problems of the various medical schools and faculties in 
Britain. 

Obviously the content of the curriculum is important, and 
during this week we shall learn a lot from each other with 
regard to it. Medical education, however, in any one area 
must to some extent be related to the medical needs of the 
population of that area. For example, the doctor practising 
in Britain will not need to be an expert in tropical medicine. 
Yet Britain’s world-wide responsibilities in the Common- 
wealth have been reflected in the fundamental contribution 
made to the subject of tropical medicine by British workers. 
I need mention no more than Manson, Ross, Bruce, Leish- 
man, and Leonard Rogers. This illustrates at least the fact 
that medical education can never be parochial. 

The approach I have made with my programme com- 
mittee has been to determine four principal sections and 
to select topics within these which will bring out and illu- 
minate principles and methods. Let us just look for a 
moment at a few of the many things in which a medical 
student might be profitably instructed or of which he at 
least ought to have some knowledge. The complexity and 
variety of the subject arise from the enormous accumulation 
of knowledge during the past 50 years, and especially the 
last 25 years. 

Nuclear physics, colloid science, and enzyme chemistry 
have provided us with new instruments of thought and 
practice. The bacteriologist has come to govern the 
surgeon in the operating theatre, the nurse in the ward, the 
cook in the kitchen, the practising doctor who uses anti- 
biotics, and the public health worker-who is concerned with 
community infections. The problems of blood transfusion, 
at one time seemingly simple, are now an affair of genetics, 
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specialized serology, and statistical analysis. Even clinical 
experience and a flair for diagnosis can no longer be 
regarded as infallible guides to ultimate clinical truth : the 
opinion needs to be checked by means of which the clinician 
may be profoundly ignorant. The clinician may indeed be 
momentarily embarrassed when asked for a quantitative 
expression of his observations and deductions. Medicine 
is coming to draw even more heavily on the more exact 
basic sciences and to become more precise and scientific 
in the formulation and execution of its tasks. It has been 
said that “‘ science is measurement,” and the medical statis- 
tician is now an indispensable member of the team which 
assesses the results of new remedies in a clinical trial or 
the efficacy of a new immunizing agent. 

The challenge to our universities and medical schools is 
a simple one. Are we preparing our students at least to 
grasp the principles behind all this scientific work ? Does 
the student leave the university with an understanding of 
the methods of science and with some knowledge of its 
history ? The doctor of the future will have to be grounded 
more firmly in the basic sciences than was the student of 
20 or 30 years ago, otherwise he will not be prepared to meet 
the challenge of advancing knowledge which is making 
medicine a more complete science. And here at once we 
come up against a difficulty. Because of the length and the 
ever-increasing complexity of medical studies university 
authorities ask that the boy at school shall have passed his 
first medical examination in the basic sciences of chemistry, 
physics, and biology before he enters the medical faculty. 
Parents, too, approve of this requirement because of the 
cost of medical education. The schoolmaster has had to 
bow the knee to this necessity. But there is evidence that 
there is now some poverty of mind in the finished medical 
and science graduates because of lack of general education 
in the humanities, literature, language, history, philosophy, 
and the arts. There is little doubt that the medical student 
who is to be a practising doctor should understand the 
world in which his patients live, and should be able to 
approach them as human beings with a depth of under- 
standing that can come only from an appreciation of civi- 
lized values. We are indeed aware of the obvious dangers 
of too early specialization in science among those who are 
going to graduate in science and medicine. Perhaps the 
discussion between schoolmasters and doctors at the Con- 
ference will help to find an answer to this problem. Here, 
however, I would say that it is not advisable to extend the 
graduate period of education if it can be avoided. 


It is also desirable, wherever possible, to preserve the con- 
tinuity of education in school, university, and, indeed, in 
postgraduate studies. For example, the inorganic and 
organic chemistry at school should lead to extension of these 
subjects in the first medical examination and so to the bio- 
chemistry and physiological chemistry of the second medical 
examination, and thence to the application of these to the 
clinical work of the bedside in the form of chemical 
pathology. I shall listen with interest to hear whether 
speakers will state at which point in a student’s education 
at school and university a medical orientation should be 
given, for example, to the teaching of chemistry. 


From the undergraduate standpoint the depth to which 
the subject should be taught also presents a problem. How 
much chemistry? How much physics? How much 
anatomy ? Does the intending and practising doctor need 
to memorize in detail, and then forget, the three-dimensional 
relations of the posterior triangle of the neck ? Does he 
need to learn the dosage in Réntgen units of the radiation 
treatment of carcinoma of the cervix? Does he learn any- 
thing, as a student, when spending hours in an operating 
theatre watching the surgeon remove a tumour of the brain ? 
Could he not spend his time more profitably in the out- 
patient department, the casualty reception, the polyclinic, 
or even in an art gallery or on the football field ? 

Sometimes a subject may become a burden in a particular 
medical school because of a struggle to maintain a depart- 
ment in a prominent position. I myself believe that a student 


should receive continuous and lengthy instruction only in 
the common and basic and useful and everyday clinical 
problems, but he should content himself with a single ex- 
perience in rare or specialized procedures. The brain opera- 
tion which I have quoted will serve as an example, and like- 
wise with the highly specialist work of the ophthalmic and 
other departments. On the other hand, more experience in 
such special departments as dermatology would be repaid 
in the field of actual practice. 

Only by discussing such views and exchanging ideas shall 
we eventually find out how to unload the medical curriculum 
to make room for new subjects and how to give more atten- 
tion to parts of training that have been neglected or should 
receive a fresh emphasis. 

I should like once again to emphasize the need for con- 
tinuity of teaching and how important it is to avoid present- 
ing the student with separate blocks of instruction, the one 
block being unrelated to the other except in terms of succes- 
sive examinations which have to be passed. The student 
must never think of the various phases of his education as 
a vista of obstacles between him and his final qualification, 
to be overcome as soon as possible and, once overcome, to 
be forgotten. 


Integration of Medicine 

Some of the themes for discussion this week remind me of 
one of my most distinguished predecessors at Cambridge, Sir 
Clifford Allbutt, who protested eloquently and with learning 
against the separation of medicine and surgery, a separation 
for which physicians are much. to blame. Likewise many 
now hold the view that physiology and anatomy should be 
integrated as a single basic subject in the curriculum. We 
do not now need to train the nineteenth-century prosector. 
He can train himself after he has qualified. 

Integration is indeed a fundamental requirement in the 
curriculum. Teaching has grown up piecemeal. Some 
aspects are mere survivals which have long lost their rela- 
tive importance ; others, of modern conception, have not 
been fully appreciated or orientated. Someone might well 
attempt to write a reasonably short textbook giving the 
principles governing the integration of all the many facets 
of medicine. If all the bees could be collected in one bonnet 
we should indeed have made progress. Happily the clinician 
in the wards is now accustomed to welcome to the bedside 
the physiologist, the pathologist, the radiologist, and, especi- 
ally, the general practitioner. 

I feel sure myself that the properly chosen medical tutor 
could contribute so very much to real integration and do 
away with both piecemeal instruction as well as the danger 
of disproportionate departmental and sectional emphasis. 


Preventive and Social Medicine 

This country’s experiment with a National Health Service 
is one manifestation of the view that medicine is also a 
social science. The illness of one person is not an isolated 
event having no effect on others. Tuberculosis is not caused 
only by the tubercle bacillus. Housing, nutrition, conditions 
of life and work, all play their part, whilst in the chain of 
recovery the physician, the surgeon, the pathologist, the 
radiologist, the sanatorium, the public health officer, and 
the social worker in the home and in industry are all 
involved. 

The study of man in relation to his environment, human 
ecology, is the fundamental basis of what is now called 
social medicine. The challenge to medical education to 
meet this growing consciousness of the importance of social 
medicine comes from within as well as from without the 
medical profession. 

A complete section of this conference is concerned with 
the teaching of preventive and social medicine, a subject in 
which the World Health Organization takes a special interest. 
Thus, there will be opportunities for educationists from all 
parts of the world to exchange ideas and experiences. And 
it is to be hoped that what is said will help those responsible 
for medical education in countries where facilities are less 
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highly developed, especially, perhaps, in the fields of social 
and preventive medicine. 


The Objective of Medical Education 


Whatever be taught to the student, it is as well at some 
phase to ask ourselves coldly and critically, What is the 
object of undergraduate medical education? The short and 
incomplete answer is to turn out someone fundamentally 
equipped to be a practising doctor. The period of training 
should not be specifically directed towards the training of a 
general practitioner or a specialist or a public health official 
or an administrator, but should provide the student with a 
foundation for his after-career in any branch of medicine. 
It is his postgraduation apprenticeship and narrower studies 
which finally complete his early education in the branch of 
medicine he elects to follow, whether this be general practice 
or a specialized field. 

The undergraduate teacher should aim at producing an 
educated person grounded in principle and method, able to 
see what the whole of medicine stands for and means, trained 
to observe with his hands and his senses, encouraged to think 
logically and critically, instructed in the use of the instru- 
ments of measurement, and equipped with a basic knowledge 
upon which he will continue to build for the rest of his 
professional life. 

Are we as medical teachers doing this? Or is teaching 
just a by-product of our professional life? Do we posi- 
tively examine ourselves from time to time with a critical 
eye, or do we complacently content ourselves with no more 
than getting the student over an examination hurdle ? 

Are we also satisfied with the means by which a student’s 
competence to be qualified is assessed ? Has the examina- 
tion a hampering effect on what is taught and learned, and, 
if so, can we suggest any alternatives? Always we have to 
bear in mind that in many countries the manner of assessing 
competence and the standard are governed by law. There 
is, however, little doubt that experiment would show some 
ways in which the perpetual orthodox examinations could be 
advantageously modified. 

Those of us who had the task of devising the programme 
for this Conference had to pack a great deal into the short 
space of a week. Many themes I should like to have heard 
discussed have had to be omitted. Many here might have 
made different choices. All of you will, I hope, by the end 
of this week conclude that we have made a useful beginning 
in tackling this most fundamental of all medical questions— 
education. And if that is the conclusion, I hope that, indi- 
vidually and collectively, you may decide that the organiza- 
tions which you represent might be asked to repeat the 
Conference in four or five years if it is felt that that would 
carry the matter further. 

In the meanwhile what likelihood is there that some- 
thing will be done? That those in control of medical 
education will really have the humility and courage to 
admit that all is not at its best in the best of all possible 
worlds, their worlds? That those who hold the shaping 
of the future in their hands will fashion it with vision and 
imagination so as to inspire the young man and woman to 
pursue the tasks of our great profession with a feeling of 
dedication to something greater than themselves? There 
is indeed a likelihood, otherwise so many of us would not 
have met here in London in the month of August. But 
the possibilities must be turned into probabilities and cer- 
tainties, and until this happens we must possess our souls 
with that discontent that has so aptly been called divine. 

We may aim higher than we can reach. But if we aim 
high we shall at least reach somewhere. Our individual and 
collective responsibility as a profession grows, and will grow. 
We cannot escape it. Medicine to-day demands much from 
character, intellect, and practical ability, and medicine also 
provides a wide variety of opportunity for all kinds of 
talent. But talents will be wasted or misused if the structure 
and content of medical education are faulty, and if medical 
educationists remain complacently satisfied with themselves 
and their methods. 


WHAT IS EDUCATION ?* 


BY 


Sir RICHARD LIVINGSTONE, M.A., Hon.D.Litt., 
Hon.LL.D. 


We have—most of us—to earn a livelihood. We find 
ourselves on an immense stage called the universe, 
occupied by strange creatures called men, and we must 
have enough knowledge of this scene and of its inhabit- 
ants to play our parts intelligently. And we are human 
beings, with a body, a mind, and also something elusive 
and indescribable but very real, which we call a soul or 
spirit—three elements which combine in our personality 
and which interact on each other ; and we wish to make 
the best of all of them, so far as our natural endow- 
ments allow. For even if there were no Great Assize 
before which at the end we shall be summoned to say 
what we have done with ourselves and our talents, the 
world will judge us ; and, what is more disquieting, in 
moments of insight and reflection we shall judge our- 
selves. 

These. three needs determine the aims of education. 
It should prepare us, either by a general or a vocational 
training, to earn our bread; it should give us some 
understanding of the universe and of men; and it should 
help us to become fully developed human beings. Of 
these three aims the vocational one which concerns us 
as breadwinners is least likely to be overlooked ; and I 
shall therefore say nothing about it, but concentrate on 
the other two aims—the making of intelligent citizens 
of the world and of good human beings—homines 
maxime homines. These two are the most important to 
us as men, but, since they are the less obvious and the 
more difficult, they may be neglected, and especially the 
last of them. Yet the human being is a work of art, 
capable of a quality and beauty of its own, quite apart 
from any practical purposes to which its powers are 
put. 

Science an Essential Part of Education 


We have to live in a material universe inhabited by men, 
and to live intelligently we must know something of both. 
The keys to a knowledge of the material world are com- 
monly called (not very happily) science, and so some know- 
ledge of it is an essential part of education. But in planning 
our curriculum we should distinguish between scientists, doc- 
tors, engineers, and others, who require exact knowledge of 
science in their occupation, and those who do not. For the 
needs of these two classes are not the same. The former 
class must have specialist knowledge of the sciences which 
they require for their life’s work. The need of the others 
is different. It is less important to teach them chemistry 
or physics or biology than to give them an idea of the mean- 
ing of the changes that came in human affairs about 600 B.c., 
when some Greeks realized that there was more in the uni- 
verse than the senses could perceive, and began looking 
beneath the surface of phenomena to underlying realities 
and laws, and science was born: and, again, when in a later 
day other men conceived that through such knowledge 
nature could be controlled as well as understood, and 
science gave birth to her child, technology. 


To realize the meaning of science, her powers and pro- 
cedures, the instruments of observation and experiment by 
which she works—that is more important than teaching 
individual sciences to pupils who are not going to specialize 
in science—it is, of course, only of them that I am speak- 
ing. By all means add to this essential core as much as 





*An address given in the plenary session of the First World 
Conference on Medical Education on August 24. 
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time permits. But I can see no use in being taught, as I 
was, the elements of chemistry and physics without ever 
having an idea of their meaning and use, or any concep- 
tion of the fascinating truth that you can transform things 
by analysing them into their constituent elements. The 
teaching I had did not make me less of a stranger in the 
material universe than I was before. It only gave me a 
transitory knowledge of some isolated facts in which I saw 
no meaning. 

Science, then, though in different forms, must have a 
place in all education, for the material universe is the stage 
on which the human drama is played. We say, no doubt, 
that man is not the centre of the universe, but, however 
true that may be, everyone continues to act much as if he 
was ; if we did not think our activities of great importance 
we should cease to take them seriously. But the drama is 
human and the actors are men, and the actor is more impor- 
tant and interesting than the stage. His fortunes are, in 
practice if not in theory, the fortunes of our world, and 
apart from them it would have lost any meaning. Man is 
the source of ideas and ideals, the deviser of progress and 
its instrument, the maker of that rich and ingenious structure 
which we call civilization. As Shakespeare put it, ‘“ What 
a piece of work is a man. How noble in reason! how 
infinite in faculty! ...in action how like an angel! in 
apprehension how like a god! the beauty of the world! the 
paragon of animals!” That is man in his better moments ; 
he has other moments too. Anyhow, in himself he is a 
fascinating study, and without some study of him we shall 
not live our lives with intelligence, interest, or, in any but 
the narrowest sense, success. That is why Dr. Conant, him- 
self a distinguished chemist, said that “in terms of general 
education, poetry and philosophy are of vastly more impor- 
tance than science”; so history and literature must enter 
into any education ; for they are our chief records of man 
and his ways. 


Place of History and Literature 


In history we see his slow ascent from savagery to a 
complicated civilization, his experiments, mistakes, failures 
and successes in the climb, the states he has founded, static 
or progressive, transitory or stable, the forces that have 
brought him on or kept him back, the virtues that have 
sustained his efforts, the vices that have brought them to 
nothing. History is a clinical study of man in society. 
Literature is more personal. Here we meet man in his 
intimate moments, talking to the world, but really to him- 
self, so that in literature are recorded all the thoughts, feel- 
ings, passions, visions, and dreams that have ever passed 
through the human mind; and some of the visions play a 
great part in human progress. In one way literature is less 
instructive than history, because history has to do with 
facts, and poetry with visions; in another way more so, 
just because it is more intimate, more personal. We meet 
human nature in undress, we meet ourselves, but also we 
are taken beyond ourselves to an exceeding high mountain 
and shown all the kingdom of man and the glory of it. 
Religion first, but close after it poetry, reveal powers and 
qualities in man which otherwise we should not know. 
Lifted on the shoulders of genius, we catch a glimpse of 
undivined worlds which are within the reach of the human 
spirit. 

The Right Aim 


But, you may reasonably ask, is this the way in which 
literature and history are taught in schools, or even in 
universities ; is this the light in which they are presented 
to the pupil ; and do not many people study them without 
any clear idea what they are about? I will not answer 
these delicate questions, but they remind us of an impor- 
tant fact. It has been said that it does not matter what 
subject you teach a pupil, if you teach it well. I would add 
(though neither of these epigrams is quite true) that it is 








1 Education in a Divided World, p. 126. 


no use teaching anything if you teach it badly. And not 
only must a subject be taught well it must be taught appro- 
priately. I argued earlier that it is a mistake to teach 
science to an arts specialist in exactly the same way as you 
would teach it to someone whose main study it is. I do 
not think that this mistake is now often made in teaching 
science to those who will never specialize in it. But it is, 
I fancy, sometimes made in teaching literature and history 
to scientists. The right aim in teaching these subjects to 
those whose work and interests are in science is less to 
instruct them than to awake the mind, to make the pupil feel 
the interest of literature and history, even though his 
detailed knowledge of them may be small. I would rather 
that a boy had read one dialogue of Plato, one canto of 
Dante, one play of Shakespeare or Racine with real enjoy- 
ment, and with a keen sense of its greatness, than that he 
should be hurried through masses of literature which he 
neither understands nor enjoys nor absorbs. If he is 
interested, he is likely to pursue the study further in his 
leisure ; and he will at least have become aware that there 
are more things in heaven and earth than are dreamt of in 
his specialism. By all means add to this stimulus as much 
knowledge, as wide a survey, of history and literature as 
you have time for: but without the stimulus these are vain. 
General culture is designed, as Whitehead said, “to foster 
an activity of mind.” 


Four Points 


So far I have been talking about the introduction to the 
kingdoms of nature and of man—a preparation to feeling 
at home and living intelligently on the stage where we find 
ourselves. But we also need some instruction about how 
to behave there, and I shall mention briefly four points of 
good behaviour. One point is to learn how to express 
ourselves intelligibly to others. A second point is to know 
how to read a book, noting exactly what it says. A third 
point is to think clearly and logically. John Morley said 
that an educated man knew when a thing was proved and 
that an uneducated man did not know; and this saying, 
though not an exhaustive account of education, calls atten- 
tion to an essential element in it. 


Logical thinking is one way to truth, but it is not the 
only road, nor is it a complete one, and so I should add to 
my proposed code of behaviour a fourth item—the insight 
that comes from sensitiveness—to supplement and correct 
the knowledge which comes from hard thinking. This is 
often neglected in our education. The sensitive person with 
an undisciplined mind is a danger ; so, less obviously, is the 
mere intellectual. He is not likely to be good at what has 
been described as the sacred duty of getting under other 
people’s skins—especially the skins of people unlike himself. 
Some human beings are born with the sensitiveness that 
makes this easy and habitual. But it is a gift that can be 
trained, and the best training in it is given by two subjects 
that find a place in any curriculum—history and literature, 
especially literature, where the reader enters into the mood 
of the writer, the atmosphere of the poem, the tempera- 
ment of the character described. Take for instance 
Shakespeare’s Othello. Except for the pleasure which the 
rich language gives, one might just as well not read it if 
one does not for the moment creep under the skin of the 
Moor, of Desdemona—yes, and of Iago—and feel as they 
feel in the play. Of course literature has the power of 
absorbing us in bad, as well as good, moods and atmo- 
spheres ; that is the reason why Plato thought it dangerous. 
But a training in sensibility and the insights which sensi- 
bility gives is essential. For knowledge is not merely the 
collection of facts; it depends on imagination as well as 
on reason. 


An Overruling Principle 


So far I have suggested that the aim of education is at 
least to introduce us to the worlds of Nature and of Man, 
and to train the powers of reason and imagination and the 
art of expression needed for effective behaviour in them. 
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But that is not enough. It would be possible to have all 
these and yet be without that overruling principle which 
we call a philosophy of life ; a force to steady the purpose 
and give it direction, to concentrate the abilities and bring 
them to bear, to recall and revive the flagging energies ; 


a force which is 
Victory and law 


When empty terrors overawe; 
From vain temptations doth set free 
‘ And calm the weary strife of frail humanity. 


An education is incomplete unless it leaves people with 
what I have called a philosophy of life, and never was this 
more needed than in our age of uncertainty. But the very 
conditions which make it desirable make it difficult. Order 
is not easily visible in chaos, nor a clear voice audible in a 
confusion of tongues. The Christian no doubt has firm 
beliefs and clear standards, and my own conviction is that 
Christianity will become again the philosophy of the 
Western world ; but that day is not yet. Meanwhile can we 
find an interim philosophy which can be imparted through 
education and which is sufficiently powerful to dominate 
men’s minds and hearts, sufficiently convincing to win a 
general assent? It is not easy to see one. What philo- 
sophy of life—to take an obvious instance—can the Western 
and the Russian blocs share? There is only one creed which 
men in every continent agree to repeat: “I believe in 
Science and in its child Technology.” That is a starting- 
point ; it is something. But it only covers a limited area 
of conduct, and it does not profess to answer the most 
important questions about life and human nature. You 
cannot call it a philosophy. A principle of wider range is 


needed. 


Philosophy of the First-rate 


There is a philosophy which gives standards of value and 
judgment that apply to all spheres and activities of human 
life. It is a very simple one, and no one would reject it. 
I would call it the Philosophy of the First-rate. Ask a 
doctor or a surgeon if he is ignorant of or indifferent to the 
best methods in his profession. Would he answer yes ? 
Or would he consider that there are no differences of 
quality in art, literature, music, architecture, and that it 
does not matter whether a picture or a sonata or a play 
or a building is first-rate or third-rate? Or, taking the 
inquiry into a still more important province, do we think 
that when we apply the words good or bad to human 
character and conduct we are drawing meaningless and un- 
important distinctions ? In all fields of life all people, what- 
ever their creed or race, admit what I called the philosophy 
of the first-rate. I have already quoted John Morley’s 
saying that an educated man knew when a thing was proved 
and that an uneducated man did not know. I would prefer 
to say that an educated man knows, and an uneducated 
man does not know, what is first-rate, and that the best- 
educated man is he who knows the first-rate in the most 
important human activities. 

The supremacy of the first-rate is a self-evident axiom. 
But it is sometimes an unrealized axiom. We are like the 
slave in the Meno, who had the principles of geometry 
latent in his mind, but never recognized them till Socrates 
played the midwife and brought his subconscious know- 
ledge to the birth. For our purpose education must be the 
midwife—the metaphor suggests one of the most fruitful 
and fundamental conceptions in that field—and bring to 
birth this philosophy of the first-rate, which is so fruitful 
and which no human being would disown. 

But how do you know the first-rate? How do you 
recognize it in practice? There is only one way of getting 
to know it—by seeing it; and that is the way in which it 
can be taught. I imagine that the medical student will 
learn more by seeing a great surgeon at work or by going 
round the wards with a great doctor than all the textbooks 
in the world can teach him. It is the same in anything. 
People learn what is first-rate by contact with it. You learn 
what is great music by hearing it, what is great architecture 


by seeing it. You learn first-rate business methods by 
working in a first-rate business firm. It is the same every- 
where. You acquire a good taste in wine by drinking good 
wine, in good cigars by smoking them. 

In cigars and wine, if we have the money, in art and 
music, even if we have not, it is easy to come across the 
first-rate. But where do we find it in character and life? 
It is at hand; in the great religions, and the great moral 
systems, but also in literature and history, though here the 
pure gold runs in veins amid much worthless matter. Make, 
for instance, a list of the good men and women in Shakes- 
peare’s plays, and what a company of noble characters you 
will assemble. Here, and throughout the literatures and 
the history of every country, archetypes of excellence are 
present for the looking. These are the great sources on 
which we can draw, and here is one reason why an educa- 
tion which ignores the humanities is disastrously incom- 
plete. I do not of course suggest that the study of history 
and literature is only the study of human ideals, conduct, 
and character. Obviously these subjects have many other 
aspects. But it is with this aspect of them that we are con- 
cerned at the moment. Therefore, for our particular pur- 
pose, history and literature must be read from this angle 
and with this aim in view. Unfortunately this is often 
ignored in the teaching of history and even of literature. 
Their teachers have usually been trained as experts by 
experts, and are interested in those other aspects of the sub- 
ject with which universities concern themselves, but which, 
necessary and important as they are, are of no use for our 
particular purpose. For that, history and literature must 
be treated as mirrors of human character, and indeed as 
moral philosophy in the concrete. 

But, you may ask, how do you know what is first-rate in 
literature and art, and still more in human character? As 
Browning puts it, 

Ten men love what I hate, 

Shun what I follow, slight what I receive, 

Ten, who in ears and eyes 

Match me: we all surmise 

They this thing, and I that: whom shall my soul believe ? 
That is a plausible question, but more embarrassing in dia- 
lectic than in fact. There is no real doubt that Homer and 
Shakespeare are great poets, Bach and Beethoven great 
musicians, Plato and Kant great thinkers, Newton and 
Faraday great men of science. Even in the more uncertain 
field of character and conduct no one is likely to doubt that 
in St. Francis or the Buddha, in Lincoln and Masaryk, we 
see the first-rate. We are safe in accepting the judgment of 
time ; it is rarely reversed on appeal. 

To repeat, an education which leaves us without a philo- 
sophy of life is as incomplete as one which leaves us unable 
to think or to express our thoughts. And never was a philo- 
sophy as necessary as in an age of divided purposes and 
paralysing doubts about ultimate ends. Our civilization is 
fluid, its future form still to seek and make. At present 
it is a curate’s egg civilization—some of it excellent, some 
of it fourth-rate. If you question this criticism, look at our 
cheap daily papers. Yet ours is an age of great vitality, of 
unlimited powers and possibilities, too often frittered away 
or misused. We have the materials of a great civiliza- 
tion: all that is needed is to stamp it with the print of 
excellence. The more reason that our education should 
train our youth to desire, recognize, and pursue the first- 


rate. 





According to a press report, a public opinion poll organ- 
ized by the psychology department of Victoria University 
College, Wellington, New Zealand, showed that the social 
status of doctors was put higher than that of the other pro- 
fessions and occupations. After the doctors came lawyers, 
company directors, business managers, nonconformist clergy, 


‘accountants, chiefs of Civil Service departments, works 


managers, farmers, and teachers, in that order. 
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BY 


JOHN F. FULTON, O.B.E., M.D., F.R.C.P. 


Sterling Professor of the History of Medicine, Yale 
University, New Haven, Connecticut, U.S.A. 


‘“* From the earliest times, medicine has been a curious 
blend of superstition, empiricism, and that kind of 
sagacious observation which is the stuff out of which 
ultimately science is made. Of these three strands— 
superstition, empiricism, and observation—medicine was 
constituted in the days of the priest-physicians of Egypt 
and Babylonia; of the same three strands it is still com- 
posed. The proportions have, however, varied signifi- 
cantly; an increasingly alert and determined effort, run- 
ning through the ages, has endeavoured to expel 
superstition, to narrow the range of empiricism, and to 
enlarge, refine, and systematize the scope of observa- 
tion. .. . The general trend of medicine has been away 
from magic and empiricism and in the direction of 
rationality. . . .”’ (Flexner, 1925). 


The quotation above is from Abraham Flexner’s well- 
known monograph on medical education, and I repeat 
it here because it expresses so succinctly the broad sweep 
of medicine from its beginnings to the present day, when 
the teaching of the art is of sufficient import to bring 
together at this World Conference men who are con- 
cerned with all its phases and implications. From the 
days of the early priest-physicians the teaching of medi- 
cine has had a highly personal flavour, and this close 
physician—pupil relationship has persisted until modern 
times, varying in degree as times have changed, but 
never altogether disappearing. There are many in this 
era who lament the fact that the personal tie between 
teacher and pupil no longer plays so vital a part in medi- 
cal education, and they would urge a return to the earlier 
mode of teaching. 


Ancient Precepts 
In early Sanskrit medical literature there emerges through 


the mists of Hindu legend an eminent physician named‘ 


Charaka, who, like Hippocrates, was a great teacher and an 
indefatigable writer (Puschmann,f 1889; Jelliffe, 1906). In 
his commentaries on the Ayurveda (c. 500 B.c.) he admonishes 
young men who propose to study medicine to find a good 
teacher—one “ whose precepts are sound, whose practical 
skill is widely approved, who is clever, dextrous, upright, 
and blameless ; one who knows also how to use his hands, 
has the requisite instruments and all his senses about him, 
is confident with simple cases and sure of his treatment in 
those which are difficult ; of genuine learning, unaffected, not 
morose or passionate, and who is likewise patient and kind 
to his pupils” (Lakshmi Pathi, 1944). This is one of the 
earliest statements of the pupil-teacher relationship in the 
literature of medicine, but no doubt there were many other 
great teacher-physicians in China, Egypt, and among the 
Jews whose views about the training of students have not 
survived. 

The medical literature of Greece and Rome, however, 
gives detailed insight into both the principles and the prac- 
tice of student education ; here the source materials become 

s 





*An address given in the plenary session of the First World 
Conference on Medical Education on August 24. 

tIn tracing the early history of medical education one inevit- 
ably turns to Theodor Puschmann’s scholarly treatise, published 


at Leipzig in 1889, Geschichte des medizinischen Unterrichts von 


den ailtesten Zeiten bis zur Gegenwart. In 1891 Evan H. Hare, 
F.R.C.S., gave an admirable English rendering under the title, 
A History of Medical Education from the Most Remote to the 
Most Recent Times. 


vast (Drabkin, 1944),t for the Greeks were much concerned 
with education and wrote of it at length. In the period 
before Hippocrates, Greek traditions had begun to spread 
westward. Thus in the fifth century B.c. a medical school 
was already established at Croton, in southernmost Italy 
(on the instep of the Italian boot facing North Africa). 
Here flourished another figure, Alcmaeon, who, like 
Charaka, is known nebulously through the writings of 
others. From Theophrastus it is learned that Alcmaeon 
was a neurophysiologist—the first of whom there is record. 
Theophrastus states that he carried out experiments on the 
brain and spinal cord of living animals and that he dis- 
tinguished between sensory and motor nerves ; indeed, some 
believe that he had even grasped the concept of the reflex. 
Alcmaeon is said to have attracted many students and to 
have carried out anatomical dissection and demonstration 
(Stella, 1939). 

Throughout the Greek world, medical education was 
based more on experience than on book learning, practical 
training generally being acquired from a physician-father, 
or by an aspiring student apprenticing himself to a practi- 
tioner for a period of years. Books were used, but only as 
adjuncts, and they never replaced practical experience. 
There is an interesting passage in the Laws of Plato in 
which distinction is made between the training of free 
doctors and those who are merely to become their assis- 
tants. “All bear the name [of physicians],” he wrote, 
“whether freemen, or slaves who gain their professional 
knowledge by watching their masters and obeying their 
directions in empiric fashion, not in the scientific way in 
which freemen learn their art and teach it to their pupil” 
(Taylor, 1934; Laws, 720). 

The spirit of the student-teacher relationship is also well 
exemplified in the Hippocratic Oath : “To hold him who 
has taught me this art as equal to my parents and to live 
my life in partnership with him, and if he is in need of 
money to give him a share of mine, and to regard his off- 
spring as equal to my brothers in male lineage and to teach 
them this art—if they desire to learn it—without fee and 
covenant....” The Oath also distinguishes between 
general precepts and practical instruction, such as that 
derived from attending a physician on his rounds and 
observing and helping in the temple where he sees his 
patients.§ 

The apprenticeship system spread to Rome and persisted 
there long after formal schools of medicine with regular 
course work had been established. According to Galen, 
anatomical dissections were sometimes carried out by 
students in early childhood under the direction of a father- 
physician. Galen adds significantly that when childhood 
dissection was given up it became necessary to have written 
manuals of instruction (Drabkin, 1944), which led to a 
gradual standardization of medical instruction throughout 
the Roman world and the establishment of medical schools 
offering lectures and obligatory dissections (usually on 
animals), sometimes carried out by the student himself, but 
more usually by a teacher or demonstrator. During this 
time there was a gradual separation of medical theory and 
practice, and little by little instruction in surgery became 
divorced from that of medicine. 

Both in Greek and in Roman medicine great emphasis 
came to be placed on the scientific approaches. As Sir 
Richard Livingstone (1944) has said so eloquently, “ Science 





tDrabkin (p. 350) points out that, while more in the way of 
medical writings have come down to us than in that of any 
other field of ancient literature, the greatest part of medical litera- 
ture as such has failed to survive. No attempt can be made to 
estimate how many thousands of books have been lost, but 
Drabkin cites one instance of an unnamed doctor who wrote 
256 books and not a fragment of any one of them survives. All 
of which points to caution in any type of historical reconstruc- 
tion such as that of early medical education. 

§The age of the Oath has been disputed, some having main- 
tained that it probably antedates Hippocrates himself—i.e., sixth 
century B.c. (Puschmann, 1889)—but Edelstein (1943) believes 
that it comes from the fourth or fifth century B.c. 
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profoundly affected Greek thought but did not alter the 
conditions of Greek life, and we have the spectacle, so 
strange to us, of men profoundly interested in it but almost 
unaware of its practical uses. To the Athenian thinker— 
a fact curiously overlooked in much classical English educa- 
tion—scientific study was essential to the educated life. 
.. . Half of Aristotle’s writings are on the same subject 
(science); and every Greek philosophic system, except 
Cynicism, has its physics as well as its ethics.” 


Mediaeval Times 


The first school of medicine of mediaeval times came into 
existence, probably in the ninth century, on the shores of 
the Tyrrhenian Sea, in the town of Salerno. Tradition has 
it that the school was founded by representatives of the four 
cultural forces which had persisted through the Middle 
Ages—a Greek, a Latin, a Jew, and an Arab. Few traces 
now remain of this once flourishing centre of medical 
thought ; however, its published texts, such as the Regimen 
of Health (Regimen Sanitatis Salernitanum), bear eloquent 
testimony to the virility of a great school of learning. 
Prominent patients, as well as innumerable students, came 
to Salerno from far and wide, even from as far north as 
Germany and Denmark. One student, Gilles de Corbier, 
from Paris (c. 1200), returned to become private physician 
to King Philippe Auguste, and it was Gilles among others 
who proclaimed with tongue and pen the fame of Salernian 
medicine. 

Some details are known about the mode of teaching at 
Salerno. In anatomy, for example, students dissected various 
animals, including pigs and monkeys, and they likewise 
attended formal demonstrations. Although much disputed, 
tradition holds that Salerno was the first school to admit 
women for medical training, and there are still those who 
believe that the author of the celebrated mediaeval treatise 
on diseases of women, Trotula,* was one of its graduates. 
“ Mythoclasts” of the Sudhoff school—as Osler called 
them—have ungallantly tried to deprive Trotula both of 
her sex and of her position in history, but the late H. P. 
Bayon (1940) has found evidence in extant Trotula manu- 
scripts that a thirteenth-century author bearing the name 
of “ Trotula” clearly existed and that almost certainly she 
was a woman ; but Dr. Bayon was not prepared to proclaim 
her the first female professor in a modern university. 

While Salerno was developing its traditions of medical 
teaching, in far-away China, during the Sung dynasty (960- 
1280 a.p.), when Korea was first invaded, the position of 
court physician became stabilized, and to him was given 
the task of instructing students in the canonical books of 
medicine. During the Mongol dynasty (1280-1368), the 
Emperor Khublai introduced medical examinations and a 
system of licensure based on examinations, while in the 
Ming dynasty (1368-1644)—when Korea was again invaded 
—the Medical College of Peiping was founded, the first 
medical school in China (Castiglioni, 1947, p. 106). 

By the twelfth century, in Europe, men trained at Salerno 
began to found schools elsewhere—in France, Spain, Portu- 
gal, and England ; the earliest were those of Paris and Mont- 
pellier. The exact time of founding of these schools is in 
no case clear, but we know that Adalbert of Mayence 
studied medicine at Montpellier in 1137. 

There were. three outstanding teachers connected with 
Montpellier—Arnold of Villanova, Henri de Mondeville, 
and Guy de Chauliac. Since Montpellier was situated near 
the Spanish border the receding tide of the eighth-century 


*Curandarum Aegritudinum muliebrium ante, in et post partum 
liber unicus; known also by its subtitle, Passionibus mulierum 
curandorum. The text was first printed in 1544 by Schottus of 
Strassburg, but the later text, published by the Aldines in 1547, 
is the one usually followed. An English translation by Elizabeth 
Mason-Hohl was published in 1940 under the title, The Diseases 
of Women by Trotula of Salerno (Ward Ritchie Press, California). 

tIn addition to following the example of Salerno in the teach- 
ing of anatomy and surgery, Paris and Montpellier also stressed 
medical botany; thus the French physician Odo Merndon 
(c. 1130) meee y Png the famous poem De viribus herbarum 
in two thousand Latin hexameters (generally attributed to Macer 
Floridus), and there were many other writings in the field of 
medical botany dating from this period. 





Arab invasion had left its mark in this part of France, and 
it was inevitable that the teachings of these physicians would 
show a strong Arabic influence. Arnold of Villanova was 
well travelled and widely read, and he was one of the most 
prolific writers of the Middle Ages. Henry de Mondeville. 
also dominated by Arabic influence, was an excellent prac- 
tical surgeon whose success was in no small part due to the 
fact that he was a keen observer. The most influential of 
the Montpellier trio was undoubtedly Guy de Chauliac, 
whose textbook of surgery, one of the most important of the 
late Middle Ages, was reprinted far into the seventeenth 
century and often in vernacular tongues. Both Mondeville 
and Guy de Chauliac were practical men who appreciated 
the value of training their hands both for diagnosis and for 
fhe operations of surgery, but too little is known about their 
actual teaching methods to warrant more detailed considera- 
tion here. 

A contemporary of these men who was earning an equally 
distinguished reputation as a writer and teacher was Peter of 
Abano, who was one of the first of the great physicians of 
the school of Padua. Sir William Osler (1921) points out 
that 8 of the 182 medical books printed before 1481 were 
from his pen, and from this we can judge his influence not 
only upon his contemporaries but on the history of medicine. 
Medicine of the Middle Ages was of course closely aligned 
with theology, and, since the clergy were the most learned 
men of the time, two of these must be mentioned in passing 
for the tremendous influence they exerted in turning men’s 
minds towards scientific approaches to the facts of nature. 
The first was Albertus Magnus, who so magnificently inter- 
preted Aristotle to his generation ; the second Roger Bacon. 
Albertus Magnus was a man of encyclopaedic learning 
whose paraphrase of the natural history of Aristotle became 
the basis for all subsequent Aristotelian studies. His medical 
works were also widely known, and, while he inspired many. 
his greatest pupil was Thomas Aquinas. 

Roger Bacon was one of the first to lay stress on the 
importance of acquiring knowledge through original re- 
search rather than from existing authorities, but his con- 
temporaries had little appreciation of his practical 
philosophy, and he himself lacked the ability to put his 
teaching into practice. The result is that readers of to-day 
find a refreshing modernity in his writing. 


The Renaissance and After 


The fifteenth century marks the renaissance of the great 
Italian schools, especially those of Padua, Bologna, Ferrara, 
and Pisa. In the following century students went over the 
Alps in great numbers, and in each university formed them- 
selves ipto “nations”; thus we find Fabricius of Aqua- 
pendente dedicating his celebrated treatise on the valves in 
the veins to the “ German nation "—confusing indeed if one 
did not know that he was addressing himself to a particular 
group of attentive students who had seen him demonstrate. 
even as had William Harvey, these important venous struc- 
tures, which ultimately led Harvey to the discovery of the 
circulation. 

Many of the practising physicians in England during the 
fourteenth and fifteenth centuries had studied medicine in 
the good Continental universities—Padua being the most 
popular until the religious difficulties of the late sixteenth 
and early seventeenth centuries caused English students to 
turn to the Protestant schools of Switzerland and Holland, 
especially Leyden, where Boerhaave’s medical clinic had be- 
come celebrated. It is true that “physic” was taught at 
Oxford and Cambridge, but instruction was usually theoreti- 
cal and success involved gaining a verbatim knowledge of 
ancient writers, such as Galen and Hippocrates and a num- 
ber of the Salernian texts. The popularity of the Contin- 
ental schools was such that Parliament made into a law in 
1421 a petition from the English universities that graduates 
of foreign schools must become “incorporated,” with an 
M.D. either from Oxford or Cambridge before they could 
practise medicine. This ultimately became a routine pro- 
cedure (Allen, 1946). 

During the next century the need for a system of licensure 
became increasingly apparent, and in 1518 Thomas Linacre, 
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who had studied in Italy (for 12 years), founded the Royal 
College of Physicians under charter from Henry VIII. 
Recognizing the need also for medical chairs, Linacre estab- 
lished three medical lectureships—two at Oxford, one at 
Cambridge—and in due time the first two of these lecture- 
ships became the Regius Chairs of Medicine at Oxford and 
Cambridge. Linacre’s second lectureship at Oxford bore 
his own name and still survives (Chaplin, 1919). 

Another prominent advocate of a more modern approach 
to medicine was Linacre’s near contemporary, John Caius, 
who had brought back from Padua the teachings of Vesalius. 
As Master of Gonville College he endowed three fellow- 
ships—two for medicine—and twenty scholarships, and 
Gonville and Caius College, as it later was to be known, 
came to be the centre of medical study at Cambridge. 


Period of Transition—1600-1800 


As the “ New Learning” of the sixteenth century trans- 
formed scholarship in the western world, so the “ Experi- 
mental Philosophy ” of the seventeenth gave new life both 
to medicine and to science. Bacon had set the stage in his 
Advancement of Learning, and Harvey, a short time later, 
became the centre of that stage through his monumental 
discovery of the circulation; but the full meaning of the 
Harveian discovery for medical science and teaching was 


‘ not fully appreciated until later in the century, after the 


Royal Society and the other scientific academies in Europe 
had been founded. Then came two remarkable figures, both 
Englishmen, who left their distinctive mark on medical edu- 
cation—the one in theory, the other in practice. To quote 
Sir George Newman (1918, p. 21): 

““Locke and Sydenham . . . taught that, over and above the 
university spirit and a university standard of learning, the medical 
student requires (i) a training in observation and the inductive 
method, (ii) exercise and practice in his craft, and (iii) some 
apprehension of the rationale and laws and limitations of 
Medicine. His dormant faculty of observation will be awakened 
in his preliminary study of science, and indeed all through his 
medical curriculum it can be trained and stimulated to become a 
talent and a habit of keen, serious, patient, continuous seeking, 
of honest perceiving and of valid reasoning. The student must 
also have ample opportunity of everyday practice. Medicine is 
the art of healing not less than the science of disease. ‘ Our 
art,’ wrote Sydenham to Dr. Mapletoft, ‘is not to be better 
learned than by its exercise and use ’—not an exercise of healing 
only in the sense of curing a particular patient, but of learning 
from each patient increased power in the art of healing all 
similar patients.” 


‘In England at the beginning of the eighteenth century 
a medical education could be secured only in London, Edin- 
burgh, Aberdeen, and Dublin (Chaplin, 1919, p. 17). There 
were seven of the London hospitals in which a general 
knowledge of medicine could be obtained, but, except at 
the London, Guy’s, and St. Thomas’s Hospitals, formal 
teaching was much neglected. By far the larger number 
of students were educated at schools supported by private 
enterprise. Best known were those maintained by Dr. 
George Fordyce at his house in Essex Street, Strand, and 
at Windmill Street, where the two Hunters, Hewson, Cruik- 
shank, Baillie, and Wilson combined forces. Attendance 
for a period of time at the lectures of men such as these 
enabled an aspiring surgeon to present himself for examina- 
tion to the Corporation of Surgeons or the Worshipful 
Society of Apothecaries and, if successful, to receive a 
diploma. To prepare as a physician, on the other hand, 
involved a much longer course of study. The student must 
have a degree from some university, and, if he wished to 
practise in London, must pass the licentiate examination 
of the College of Physicians. This was obligatory for all 
physicians who wished to practise in the provinces, except 
graduates of Oxford and Cambridge. To qualify as a 


licentiate a candidate, according to Chaplin (1919), had not 
only to prove himself familiar with the principles of medi- 
cine but also to exhibit some general “erudition and 
culture.” (See also Chaplin, 1920.) 

In the early nineteenth century students began to find 
their way more often to the French schools, where Corvisart, 


Laennec, and Louis were the harbingers of modern medi- 
cine. Louis in particular, with his statistical approach to 
medical problems, exerted a strong influence on many young 
men from America, who were to return and become the - 
medical educators of that time. Later in the century it was 
Germany which attracted some of the best of the younger 
minds, for it was in Germany that practical laboratory 
teaching was first established within the universities. In 
these laboratories the sciences of chemistry, physics, patho- 
logy, physiology, and eventually bacteriology reached a 
mature status through the efforts of men such as Liebig, 
Helmholtz, Virchow, Miiller, Cohnheim, and Ludwig (Ful- 
ton, 1950). 


Developments in North America 


Medical education in America was of course strongly 
influenced by both the French and the German systems 
of teaching, but the earliest influences stemmed from Edin- 
burgh and London. The apprentice system which obtained 
in America from the beginning had been brought from 
England, with all its virtues and shortcomings. The in- 
adequacies of the system were soon recognized by the 
enlightened physicians of the Colonies, and in the 
eighteenth century the more ambitious of those wishing 
to enter the profession of medicine made the hazardous 
journey to Edinburgh, London, Paris, or Leyden to com- 
plete their training. One of these, William Shippen the 
younger, returned to his native Philadelphia after a sojourn 
of five years abroad and began a series of lectures in mid- 
wifery and later in anatomy (Flexner, 1910). When his 
friend and fellow student, John Morgan, returned from 
his study abroad, he, Morgan, carried into effect the plans 
they had made together in Edinburgh—to found a medical 
school at the College of Philadelphia. 

In an address delivered at the graduation exercises of 
the College in 1765 he proposed the creation of a professor- 
ship in the theory and practice of medicine. This cele- 
brated discourse, still pertinent to-day, was entitled: A 
discourse upon the institution of medical schools in 
America ; delivered at a public anniversary commencement 
held in the College of Philadelphia May 30 and 31, 1765. 
Morgan himself was appointed to the chair of medicine, 
William Shippen and Benjamin Rush being appointed at 
a later date. This school subsequently joined with the 
school of the University of Pennsylvania, and has con- 
tinued to the present day (Klickstein, 1953). In 1813 a 
school of medicine was founded at Yale College, making 
five schools of medicine in the United States—and at what 
is now Columbia University, Harvard, and Dartmouth. 
Unfortunately, however, the sound ideals on which these 
schools were founded were in large measure lost sight of 
in the next century. Schools of medicine without uni- 
versity affiliation began springing up everywhere, and, as 
the numbers increased, the quality of the education they 
offered sharply decreased. 

During the eighteenth century there was still no system 
of licensure in North American schools, and while some 
schools granted the M.D. or M.B. degree, usually after 


a period of two years’ study, there were many apprentices, 


as there were in England during the same period, who 
announced themselves as practitioners without formal quali- 
fications. The state and country medical societies even- 
tually insisted on licensure, and by 1821 the state of Con- 
necticut, through its medical society, had set up a board 
of medical examiners, and they forced all unlicensed practi- 
tioners to take the state examinations. This movement 
spread to other states and through the initiative of the New 
York Medical Society the American Medical Association 
was founded in 1847 with the end in view of raising stan- 
dards of medical education on all fronts : requirements for 
admission to medical schools, examinations for licensure— 
this and much else, all duly recorded in a historical mono- 
graph by the founder of the Association, Nathan Smith 
Davis (1877). 

During these years, despite the deplorable conditions in 
some of the so-called medical schools, a number of good 
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physicians were nevertheless practising and teaching in 
America, and the better students were well educated at 
their hands. The establishment of the School of Medicine 
at the Johns Hopkins University in Baltimore on a true 
university basis, with four years of college required for 
entrance, exerted a most salutary influence on the medical 
schools in the United States. The Flexner report (1910) 
on medical education and moneys from the newly formed 
Rockefeller and Carnegie Foundations reduced the num- 
bers of schools of medicine and brought higher standards 
to those which survived. Graduates of the Hopkins went 
from there to other schools, taking the precepts and ideals 
of men such as Welch and Osler with them, and thus the 
influence spread. 

One of these men, Milton C. Winternitz, came to the 
Yale University School of Medicine in 1917, and, building 
orm the foundation of reform already begun by Dr. George 
E. Blumer, also a Hopkins graduate, he launched a new 
curriculum of medical education which has come to be 
known as “the Yale plan.” Under this system the student 
is placed largely on his own; periodic examinations have 
been dispensed with, and he is allowed an unusual amount 
of freedom to pursue his particular interests and to explore 
the literature to which his lectures have directed him. 
Qualifying examinations are eventually taken through the 
National Board of Medical Examiners. This system, 
although it has been under fire by its critics since it was 
instituted in the 1920’s, has seemingly stood the test of 
time, and the ideas which were thus given expression by 
Dr. Winternitz have spread widely—even back to Johns 
Hopkins and to this World Conference. 


Recent Developments 


Important history is often being made in our midst, 
passing largely unrecognized, and this is notably true of 
the British schools at the present time. In this country 
the cause of medical education has been notably advanced, 
not only for British schools but for those of the world at 
large, by a series of important Government-sponsored 
studies and reports—those little-read documents that so 
often represent the best thinking of their time. 


Among the earliest was Mr. Henry Warburton’s celebrated 
“Report from the Select Committee on Medical Education,”’ in 
four volumes, prepared and printed by order of the House of 
Commons in 1834, in which the views on medical education of 
many men of British medicine of that period were sought and 
duly recorded. Thus Henry Holland, who had been Physician to 
Queen Caroline, stressed his conviction that the Royal College 
of Physicians should maintain a close affiliation with the English 
universities. He says, “I conceive that this affiliation has tended 
to place the profession in England, in relation to general society, 
higher than in any part of the continent of Europe”’ (vol. 1, 
P. 193). Holland thus gave voice to the importance of a univer- 
sity education in medicine. The testimony throughout the War- 
burton report is of challenging interest because it so frequently 
gives the confessio fidei of some of the most eminent medical 
leaders of the time—source material, incidentally, of the greatest 
value from the standpoint of biography. Thus Sir Astley Cooper 
gave 22 pages of testimony, in which he outlines his view of the 
ideal educational programme for a surgeon; he spoke with great 


candour on existing shortcomings, and urged that a year on the - 


Continent should be a sine qua non of the training of every 
young British surgeon. 

Of like significance was the Earl of Selborne’s Commission of 
1889 on the “ Advancement of higher education in London,” in 
which men such as Joseph Lister, Richard Quain, Norman 
Moore, James Paget, and many other prominent London physi- 
cians gave their views. In passing it is interesting to note that 
Lister, after relating at some length many of his own experiences 
as a student, insisted that he was better able to examine his own 
students than an examiner from the outside, although an outside 
examiner was always appointed to sit with him; Lister, however, 
served as the chief examiner. 


Sir George Newman’s two reports of 1918 and 1923 have 
already »ecome classics in the historical literature of medical 
education, for no one in recent years has described the great 
issues with broader vision and perspective, and I here refer 
especially to the section of his first report entitled “A 


University Education in Medicine,” in which he wrote 
eloquently upon the theme that a medical school without 
university affiliation ceases to be a medical school in the 
modern sense. 

Within the past decade there have been two other highly 
significant reports emanating from British sources : that of 
Sir William Goodenough’s “ Interdepartmental Committee 
on Medical Schools,” which appeared in 1944, and the five- 
year report on “ University Development ” of the University 
Grants Committee {covering the years 1947 to 1952), which 
appeared a few weeks ago. The Goodenough Committee 
had proposed a vast reform and reorganization of medical 
education in the British schools, involving increased annual 
expenditures of more than £2,000,000. Perhaps the most 
remarkable feature of the report was its insistence upon the 
establishment of full-time clinical chairs of the Hopkins type 
for all the major departments, with provision for university 
stipends of such amounts that it would be unnecessary for 
the holders to supplement them from outside earnings. It 
also proposed that a suitable number of full-time readers 
and lecturers be appointed in these departments, with the 
expectation that it would be from among these lesser full- 
time posts that the professors of the future would’ be 
recruited. 

Nearly ten years have now passed since the Goodenough 
Committee made its sweeping recommendations, and it is 
heartening to record that in that interval 55 new full-time 
chairs in clinical subjects have been created in the recog- 
nized medical schools of Great Britain, a fact mentioned 
with justifiable pride by the University Grants Committee. 
This committee also records progress in other directions in 
line with the Goodenough recommendations—for example, 
the strengthening of postgraduate medical education through 
creation of the British Postgraduate Medical Federation, and 
the making of clinical material available for teaching pur- 
poses in the non-teaching hospitals (Trueman, 1953). 

In my opinion, there are two areas which should receive 
further attention in the immediate future, not only here but 
in North America, Scandinavia, and, indeed, wherever medi- 
cine is taught: first is the problem of the liberalization and 
lightening of the entire medical curriculum, the elimination 
of outmoded and unused areas of instruction, with the 
ultimate end in view of shortening the curriculum so that 
an able man may, with adequate training, go into practice 
and become financially independent and scientifically pro- 
ductive in a period of less than the eight or ten years now 
regarded as essential. Not long ago a well-known dean 
with many forward-looking ideas, feeling frustrated after a 
meeting of his reactionary faculty, exclaimed : “It is easier 
to move a cemetery than to change the curriculum.” It 
is not for me, ap historian, to suggest ways of improving 
the curriculum, but it will be my duty at some later date 
to record what the members of this Conference have 
achieved. 

The second phase of medical education which urgently 
requires the consideration of this World Conference is men- 
tioned only in passing by the University Grants Report— 
namely, the creation of halls of residence and common- 
rooms, where students of all faculties, including those of 
medicine, can come together, for there is no more stultify- 
ing tendency among young physicians than to be sufficient 
unto themselves, and thus to lose contact with the broader 
humanistic interests that make fully educated men and 
women. As Sir George Newman contended, this can be 
realized only in the university atmosphere, and I look upon 
it as one of the solid achievements of the past ten years 
that now all medical schools in this country are affiliated 
with the broadening atmosphere of the university com- 
munity. This would have been especially gratifying to the 
late Sir Clifford Allbutt, who wrote in 1906: “It appears 
that the function of university education is not special in- 
struction in the lines of a profession or trade, however these 
ends may substantively be promoted, but in expanding and 
enlarging the mind and making it a more and more perfect 
instrument of knowledge and progress, whatsoever its 
destination.” 
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MEDICINE—A TECHNOLOGY OR A 
PROFESSION* 


BY 


Lieutenant-Colonel S. M. K. MALLICK, M.D. 
F.R.C.P., D.P.H. 
Dean, Dow Medical College,, Karachi, Pakistan 


I am gratefully conscious of the signal honour done to 
me and to my country by the Programme Committee 
in extending an invitation to me to speak on “ Medicine 
—A Technology or a Profession” at the First World 
Conference on Medical Education, in its inaugural ses- 
sion. I should like to take this opportunity of convey- 
ing to this Conference a message of good will and 
friendship from the people of Pakistan in general and 
medical educationists in particular. 

The status of medicine as a profession is not only 
extremely well founded but is a matter of universal 
acceptance. To those who are not perhaps conversant 
with modern trends the theme of my talk and the 
priority accorded to it in such a high-level Conference 
might appear paradoxical. Keeping in view, however, 
the changing times, the propensities of the people, the 
rapid diversification of the profession, and the tendency 
amongst the politicians and administrators, who have 
relegated to themselves the responsibility for planning 
health relief and who are graciously inclined to place 
us in a class of highly trained technologists and regard 


*An address given in the plenary session of the First World 
Conference on Medical Education on August 24. 





our education as purely vocational, no time will be lost 
in taking stock of the situation and. making readjust- 
ments, wherever indicated, so as to safeguard the noble 
heritage of medicine in the precincts as conceived and 
elaborated by generations of savants and of practitioners 
of the healing art. 

Literally speaking, “ profession,” according to the 
Oxford English Dictionary, implies an occupation in 
which one professes to be skilled and which one adopts 
as a means of living; it is a specialized knowledge per- 
taining to an art or a science, being applied to the affairs 
of others on a basis of recompense. Technically, a body 
of persons engaged in a particular calling could be said 
to be occupied in that profession. Thus defined, 
engineers, teachers, smiths, carpenters, cobblers, etc., 
could all be designated as professionalists. In practice, 
however, these vocations are named crafts or technical 
callings, and not professions. Only three vocations have, 
however, been granted that status—namely, Divinity, 
Law, and Medicine. Are there any reasons to restrict the 
word “ profession” to these vocations only? I think 
there were, and still are, good reasons for doing so, as 
we shall see hereafter. 

Technology may be defined as a systematized or 
scientific study of the practical or industrial arts, while 
medicine is a specialized knowledge, and its practice is 
concerned with the cure, alleviation, and prevention of 
disease in human beings and with the restoration, 
preservation, and, lately, with the advancement of 
health—that is, improvement of future generations of 
man. 

Aspects of the Problem 


Naturally the relationship between the practitioners 
of medicine and the other sections of society is the 
problem under consideration rather than the intrinsic 
nature of medicine itself, although the latter cannot be 
ignored altogether, for the basic nature of the subject 
has a determinative effect on this relationship. 

Science means learning or knowledge. Medicine is 
not a science in the sense that it is a compendium of 
factual knowledge about health and disease. The matter 
is far more comprehensive. It is a systematized know- 
ledge of the human body in health and disease, but it 
also takes into account the environment and conditions 
under which man lives. This is only one aspect of the 
problem ; the other is the sociological side of medicme, 
which is so intricate, so vast and comprehensive, that it 
actually embraces almost every sphere of human activity. 

The vast and imposing structure of modern medicine 
is perhaps one of the greatest triumphs of the human 
mind. To comprehend its development, both scientific- 
ally and sociologically, the evolutionary history of 
modern trends should prove useful, inasmuch as it will 
enable us to appreciate the steady and methodical pro- 
gress of medicine as an ideology. It must also be 
appreciated that the evolution of a point of view has 
always been through a succession of transitions ; the 
ideas of to-day are merely precursors of those of 
to-morrow. Fundamental ideas undergo a gradual 
maturation, until we arrive at natural laws. It must 
be stressed, however, that even these natural laws are 
not incontrovertible truths. “If a scientific man has 
not learnt heresy he has learnt nothing,” was said by 
Mian Afzal Husain’ in his presidential address in the 
first Science Conference held at Karachi in 1949. 

The close and intimate relationship between the 
advancement of medicine and the advancement of 
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human civilization needs no comment. All phases of 
human activity—progress and setbacks, poverty and 
wealth, trade and crafts, arts and literature, poetry and 
philosophy, laws and social customs, economic strifes 
and wars—have -been interlinked with the healing art, 
whether it was in the guise of magical rites or in the 
garb of religious practices, astronomical juggleries, or 
supplications to natural phenomena, Hippocratic 
rationalism or monkish or Brahminical dogmatism, 
speculative philosophies or scientific discoveries. 
Psychological maladjustment, major or minor, fixed or 
ephemeral, obvious or dubious, almost universally affects 
the human race. Has the world known a higher sug- 
gestive agent than medicine for -such affections ? 

Nations have risen and fallen, wars and revolutions 
have come and gone, civilizations have appeared, 
matured, decayed, and died; but that noblest expres- 
sion of human aspirations to deliver men from physical 
and moral disabilities has maintained its unity of pur- 
pose throughout the ages. While fully appreciating the 
fact that the medicine of to-day is very much different 
from the medicine of yesterday, it has divided and sub- 
divided into innumerable subsections, each subsection 
being a colgssal thing in itself ; but, even as such, each 
is served by an arterial stem, which, like the human 
body, draws its nutriment and force from the heart; 
in the case of medicine this heart being humanitarian 
considerations, self-effacement, and sacrifice. Such a 
conception is included in the word “ profession.” If 
medicine becomes a technology then it is a machinery, 
a power without a soul, its sinews being steam and iron, 
not blood and heart. With this brief introduction let 
us delve into the wisdoms of the bygone ages and see 
if we can find something there for our guidance. 


Early Needs of Man 


Let us for a moment consider the earliest settlement of 
man on earth, of which naturally there are no records. 
After human beings had firmly established themselves on 
the earth as a separate and distinct species, their immediate 
and urgent requirements would have been food and water. 
They would have tended to group together, community life 
offering better chances of survival. As suitable places 
became available the nomadic life would have gradually 
tended to take the shape of small settlements. The need 
for succour in inexplicable afflictions created deities; the 
need for succour in injuries and illness produced medical 
men ; and need for settlement of disputes established rules 
of conduct—i.e., law. This, then, was the beginning of the 
three professions, Divinity, Medicine, and Law. 

We are now in a position to study the latter phases of 
the development of human society, of which meagre records 
are available. It should be remembered, however, that 
there has been a lapse of untold centuries between the two 
epochs. 

The word religion here has been used in a collective 
sense. In ancient times the gods, the demons, magics, 
astrology, supernatural and subtle forces, good and evil 
spirits, were all jumbled together, worshipped and invoked 
whenever a calamity, drought, disease, death, or any other 
misfortune confronted men. Gradually a group of people 
took to the art of communicating with the subtle beings 
and warding off their baneful influences. They were the 
wise ones—namely, the religious-cum-medical men. To 
practise their art these people must have needed authority. 
It was necessary to inspire awe and respect into their charges. 
To that end they had to* adopt peculiar costumes and 
imposing practices. The life of early settlers on earth was 
thus enveloped in mysticism and blind faith. But it must 
not be assumed that it was all valueless jugglery. Unmask 
the witch doctor and you will find a really intelligent and 


clever physician. His methods may be empirical, but 
enveloped and deeply hidden in his symbolical and mystic 
practices you will find a kernel, a sizeable kernel of truth, 
gleaned and nurtured by generations of wise observation and 
experience. Merger of medicine and religion was inevitable. 
Medicine aetiologically involved knowledge of malignant 
and beneficial forces. Treatment, besides exhibition of pills 
and potions and dressing of wounds, entailed propitiation 
of those forces. The major portion of religion was propitia- 
tion, through ritual incantations and sacrifices. The two 
practices were so much akin in their objective—the warding 
off of evil—that their amalgamation was a foregone con- 
clusion. The result was that medicine began to lose contact 
with the forests and the fields, and along with religion 
began to enter sanctuaries, and for centuries to come these 
constituted its abode and its nursery. 

So far we have been discussing the probable course of the 
development of medicine and its practice in prehistoric times. 
The earliest records of civilization that flourished are to be 
found around the valley of the Tigris and the Euphrates ; 
the Nile ; along the shore of the Mediterranean ; the valleys 
of the Indus and the Ganges; and the Yang-tse-kiang and 
Hoangho, in China. 


Religion and Medicine 


The earliest civilizations about which records exist are 
the Sumerian, the Akkadian, and the Babylonian, the 
Egyptian, the Greek, the Persian, the Indian, the Chinese, 
and the Arabic. In this context the impacts of the great 
religions on medicine have also to be borne in mind. At 
the height of the Babylonian civilization, medicine definitely 
began to take a scientific turn, and a dissociation between 
religion and medicine was largely effected. Egyptians were 
the first to lay the foundations of socialistic medicine. Laws 
were extant which covered every aspect of Egyptian life 
from birth to death, diet, dwellings, sex—in fact, nothing 
was left out. Just as for other sections of society, the 
status as well as the practice of medicine was well defined 
by regulations. As physicians their technical talent was 
held in high esteem, not only in Egypt but also in the 
neighbouring countries. Homer? in his Odyssey terms them 
as men “ with knowledge beyond all men.” Specialization 
in various branches of medicine was placed on a firm 
footing. Medical men were paid by the State or the com- 
munity ; private practice was not allowed. Hospitals and 
sanatoria were annexed to temples but were administered 
separately. The formulation of laws of public health and 
their practice were functions of the medical man. 

The next era which ‘has an important bearing on the 
subject under deliberation is the dawn of great religions in 
Mesopotamia. The new religion did not aim at a federa- 
tion of the extant deities, in place of that it advocated a 
single God, conceived in perfection and endowed with 
supreme power, exercising his authority through his apostles 
over the creation below. The system had many advantages, 
but it had disadvantages also. The advantages were mostly 
social. It led to a levelling up of society. The world and 
its good things ceased to be a monopoly of the selected 
few, particularly when these few had become so vainglorious 
and self-centred that common folk counted worse than flies. 
The disadvantage was that it led to the virtual death of the 
scientific attitude to life. Over hill and dale, in solitude 
and in company during night and day, people hankered after 
the truth. Metaphysics became the order of the day. 


To the hand of the diver 

The gains of the tide, 

To the eyes of the bridegroom 

The face of his bride, 

To the heart of the dreamer 

The dreams of his youth, 

For me, O my Master, 

The rapture of Truth.—Sarosin1 Naipu’ 


Even whatever progress had been made by the Baby- 
lonians, Assyrians, and the Egyptians was destroyed deliber- 
ately, and, so far as they could manage, completely—of 
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course with the proverbial best of intentions. The Jewish 
medicine was theurgic in nature, God being the source of 
health as well as disease. The concept of life was teleologic. 
In spite of the dominance of priesthood the ancient empirical 
medicine, however, continued to thrive. 


Indian Medicine 


In ancient India medicine constituted a part of religion. 
Sushurta Samhita* is the most representative book of Ayur 
Veda, or Hindu Medicine. A study of this work unmistak- 
ably reveals the high premium that was placed on the 
selection of students for entry into the precincts of this 
sacred knowledge. Ethical standards, laid down both for 
the teacher and for the taught, constitute gratifying reading. 
Only a brief presentation of the initiation of a student to 
the study of medicine can be given here. 

Samhita lays down special qualifications for taking up a 
medical career. It says, “ He should be of tender years, 
born of a good family, possessed of a desire to learn, 
strength, energy of action, contentment, character, self- 
control, a good retentive memory, intellect, courage, purity 
of mind and body, and a simple and clear comprehen- 
a 

It lays down rigid ethical standards both for the teacher 
and for the student. The preceptor addresses the student 
at the time of the intitiation in the following words : 

“Thou shalt renounce lust, anger, greed, ignorance, vanity, 
egoistic feelings, envy, harshness, niggardliness, falsehood, idle- 
ness, nay all acts that soil the good name of a man. ... If I, 
on the other hand, treat thee unjustly even with thy perfect 
obedience and in full conformity to the terms agreed upon, may 
I incur equal sin with thee, and may all my knowledge prove 
futile, and never have any scope of work or display. ...” 

Having read this it hardly leaves any room for comment 
on the expectations of society from a medical man and of 
the status of the medical profession in ancient India. 
Medical man was accorded the status of Devtas, or God- 
like man. 


Greek Medicine 


Now we come to a period and a country whose medical 
development has left a lasting effect on the medical con- 
cepts and medical practice of the world. I refer to Greek 
medicine. In the early Hellenic medicine we still find the 
priest clinging on to medicine. As time passes, medical 
development gradually but with certainty takes a scientific 
turn. There are some new developments also—a philosophy, 
a system of deductive logic and speculative reflections to ex- 
plain away natural phenomena associated with medicine. 
All the practices of ancient medicine prior to this period 
were purposeful and practical in nature—that is, were de- 
signed to get rid of or ward off impending evils. No heed 
was given to the basic phenomena, particularly in relation to 
cause and effect. A study of the relationship between the 
microcosm and the cosmos led to a rich and colourful 
speculative philosophy. The requisites of scientific develop- 
ment are freedom of thought and freedom of action. In 
ancient Greece religion was there, but it had not taken the 
shape of shackles and taboos ; political ambition and moti- 
vation had not yet learnt to utilize religion or medicine as 
a means to their ends. Criticism and contradictions of well- 
established and current notions were tolerated. Human 
thought and activity were not directed and confined to 
narrow impervious channels, which later the great religions 
contrived to inflict on the freedom of human thought, any 
deviation from which surely and unerringly led to inquisi- 
tions and the scaffold. In the days of Homer, medicine had 
established itself as a noble art. A physician, in the words 
of the great poet, was “a man who was worth more than 
many others.’ 

With regard to ethical standards, the Hippocratic Oath 
cannot only stand repetitions but, in the interests of ethical 
standards of our own times, its enunciation from time to 
time should act as a sort of “lest we forget.” I feel it will 
do the profession immense good if it is included in the 


curriculum of medical studies. Hippocrates (460-355 B.c.) 
taught that a physician should be modest and dignified. He 
should be serene and tranquil. His judgments should be 
based on knowledge and not on superstitions. A physician’s 
religion was his loyalty to the interests of his patients and 
his faith, search for truth pertaining to disease. Medicine 
for the sake of medicine without any magical alloys and 
religious amalgams, divorced from dogmas and based on 
observation with a philosophic outlook, and meant for the 
service of afflicted humanity, as an end in itself, without 
reference to conceptions of divine intervention, should con- 
stitute an article of faith for a physician. 

Thus we find the cult of medicine based on foundations 
as firm as the rocks. Priestly medicine did not die out, and 
shall survive so long as superstition and weakness balk the 
spheres of human activity. Hippocrates and his school, 
however, succeeded in fairly establishing an art which could 
and did exist as an honourable and revered profession with- 
out religious or magical embellishments. 


Contribution of Rome 


The next great civilization, that of the Romans, although 
it produced little new, did contribute immensely in another 
direction—namely, consolidation of the gains made so far. 

A perfect system of hygienic legislation was established. 
The medical profession was accorded a definite status recog- 
nized by the law. Physicians constituted an esteemed class ; 
they were recipients of the highest State dignities and held 
socio-political and administrative posts of a high order. 
Medical schools were granted official recognition. It was 
during the Roman Empire that legal medicine came into 
being. 

At this time an event transpired which brought about an 
upheaval involving almost a major portion of the known 
world. I refer to the advent of Christianity. For the faith- 
ful, Jesus Christ was the physician for both the body and 
the soul. Medicine thus again became theurgic. The saints 
or the holy relics began to attract pilgrims, mostly sick 
people in large numbers. To house and look after them 
special buildings called Hospitalia were allocated.* Priest- 
hood had succeeded in establishing itself in a very domin- 
ating position. This dominance was not confined to the 
Christian world alone. Usurpation of authority was a uni- 
versal trait with the priesthood. This state of affairs could 
not last for ever. There were protests against it in Europe 
as well as in Asia. 

A reorientation of the social structure took the shape of 
Islam in Asia. According to the Islamic faith, Mohammed 
was the last of a chain of prophets through whom God had 
been conveying his messages to the creation below. Islam 
definitely and clearly discouraged the formation of priestly 
castes. “There is going to be no monasticism in Islam,” 
declared Mohammed. Thus at one stroke the age-old grip 
of the priesthood on medicine came to an end. This in my 
opinion constitutes the greatest contribution of the -Arabist 
period to the development of the medical profession. Ethical 
standards were raised; registration and conferment of de- 
grees after education in colleges were started. Hygienic 
measures of a far-reaching nature, regulating the entire life 
of the people, were introduced and enforced. During the 
Renaissance and the post-Renaissance period, and even to- 
day, the practice of medicine is practically a true copy of 
the traditions set up by the Arabs. With regard to ethical 
standards, two examples from the Arabist period should 
clarify the position. Bu Ali Sina (Avicenna, 980-1037) in 
his autobiography writes: “ At first I treated patients not for 
fees but for my own instruction. During this period of my 
studies I never passed the whole night in sleep, nor passed 
a whole day in any occupation but study. Whenever I met 
an obscure point, it was my custom to perform a total 
ablution and then proceed to a mosque, where I prayed to 
God to grant me comprehension and unlock for me the 
gates of difficulty.” When Hunayn Ibni Ishaq (Johanitus 
Onan, 807-877) refused to oblige Caliph Al-Mutawwakkil 
by concocting a poisonous draught to free him of one of 
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his enemies, the physician was interrogated to find out what 
enabled a humble physician to disdain alike the pleasure 
and the wrath of the caliph. Hunayn replied, “It is my 
religion and my profession.” 


Contributions of the Profession to Society 

On the corner-stone of Hoff Hall’ of the Medical Field 
Service School, U.S.A., the words of Jeremy Taylor (1613- 
67) are engraved: “*To preserve a man alive in midst of 
chances and hostilities is as great a miracle as creation.” In 
the day-to-day life of a medical man there is a definite and 
continuously operating humanitarian bias. This attitude 
towards others stands out in marked contrast with some 
vocations that are organized round utter selfishness and 
self-aggrandizement. In other walks of life there undeni- 
ably have been men and women who have made sacrifices, 
but such instances have been purely individualistic. In medi- 
cine this phenomenon pervades the entire profession. Mostly 
this characteristic has manifested itself in person-to-person 
relationship, but in some cases, by nature imbued with a 
sense of fellow-feeling which vibrates violently and inces- 
santly with every twang of pain in others, it has assumed 
the shape of social reforms. 

Medical men naturally were the first to become cognizant 
of the social, cultural, and environmental factors responsible 
for disease. How much the industrial revolution, reforms 
for the elimination of overcrowding and slums, improve- 
ment of factory conditions, drainage and town planning, 
maternity and child welfare schemes, pure water supplies, 
control of food and drugs, prevention and control of pre- 
ventable diseases, owe to the efforts of the medical profes- 
sion needs no recapitulation. In their selfless endeavours and 
self-effacing sacrifice for an ideal against heavy odds, who 
can say they have not shared equal honours with the great 
apostles ? Reduction in various mortality rates and control 
of epidemics have deeply affected the world both psycho- 
logically and economically. Anxiety neuroses and com- 
munity hysteria associated with epidemics are now matters 
of historical importance only. Constructive creative work 
and long-range planning necessitate tranquillity of mind. If 
organized efforts of the medical profession have succeeded 
in controlling and in certain cases eliminating epidemic 
manifestations of disease, the world should look upon them 
with appreciative gratitude. It should also be mentioned that 
the basic sciences owe their development to a considerable 
extent to medical men. Thus Copernicus (1473-1543), 
Galileo (1564-1642), Gilbert (1544-1603), Galvani (1737-98), 
and Geber (Sufi Jabir Bin Hayyan, middle of seventh 
century) were all medical men. Professor Huxley (1825-95) 
had remarked in 1854: “ Medicine was the foster mother of 
Chemistry.” In my humble opinion if one substituted basic 
sciences for Chemistry it would represent the situation more 
correctly. 


Development of Medical Education 

Two outstanding features mark the trends of medical 
education in ancient times: (1) the critical selection of 
new entrants to the profession ; and (2) the close and inti- 
mate relationship between teacher and taught. The pupils 
lived more or less as members of the family of the preceptor. 
Not only were they thus provided with ample opportunities 
for picking up the technical side of the profession, but 
imperceptibly and with certainty they became conversant 
with the manners and the morality of the profession also. 
_It is not possible to reproduce atmospheric isobars in intel- 
lectual fields, but reasonably good replicas of the great 
masters were often turned out. The prevalent systems of 
government definitely influenced the progress of the profes- 
sion. There was the omnipotent king. It was he who 
appointed or dismissed the ministers and the administrators ; 
the latter were therefore responsible to him and not to the 
people. Their weal and well-being were linked with the 
courts. Courtship of the people therefore did not interest 
him. As time went on settlements took the shape of king- 
doms and kingdoms expanded into empires. The ancient 
system could no longer cope with the needs of the times. 


The Romans were the first to provide institutional treat- 
ment for the sick. Their hospitals they called “ valetudin- 
aria.”* Automatically these institutions also became the 
centres of medical education. Medical men could now be 
turned out in larger numbers, but at the same time the selec- 
tion of the proper type of student and the individual atten- 
tion of the preceptor had to be relaxed. There were physi- 
cians, surgeons, and pharmacists attached to these hospitals ; 
students had to go to all of them. In the Arabist period 
“ bemaristins,” and later in Christian Europe hospitals, were 
established. During the Renaissance in Europe medical 
practice and education followed exactly the pattern estab- 
lished by the Arabs at Bagdad and Andalusia (Spain). 
Medical education thus practically became impersonal. 


There was a gradual, imperceptible, but sure change in 
power politics also. Power began to pass more and more 
from the kings to the people. The politicians and the 
administrators began to feel the need for courtship of the 
people. From the press and the pulpit, propaganda for 
more and more doctors and greater and greater specializa- 
tion was made. These downward trends were further pre- 
cipitated by the advent of the two major wars, after a brief 
spell of peace in between. The last war has been followed 
by a cold war between two ideologies dividing the world 
into two potential war camps armed with the atom bomb 
and the hydrogen bomb. 

This state of affairs is giving impetus to a greater and 
greater productions of doctors, and particularly to the mass 
production of specialists. The absence of sustained 
emphasis on the classical background of the profession 
during their undergraduate training has materially altered 
the outlook of medical students. They have begun to 
regard their medical education as vocational training, and 
the impression gathered by the general public seems to be 
of the same order. For specialization the highest type of 
general medical education should be the first prerequisite. 
This should be followed by protracted practice as general 
physicians or general surgeons over many years. Our 
mighty rivers, which with the majesty of their flow, the 
enormity of their expanse, and the dignity of their depth 
inspire awe in the spectators and infuse life in our lands, 
were but tiny rivulets to start with. While coursing through 
hill and dale they annexed a tributary here and a pool there 
until they assumed the status of great streams. No pumping 
system that human ingenuity or diligence is capable of 
inventing could create such phenomena. Specialists should 
be allowed to develop in the same way. Hippocrates, Galen 
(129-200), Avicenna, Rhazes, Sushrat, Vesalius (1514-64), 
Koch (1843-1910), Virchow (1821-1922), Sydenham (1624- 
72), J. Bright (1789-1858), Jenner (1749-1823), were not 
rushed through any special courses after obtaining their 
general medical qualifications. It was their lifelong study 
and sustained endeavour that brought their specialties to 
them, and it is this type of specialization that can do, and 
has done, Iasting good to the world and brought honour 
to the profession. Mass production of immature specialists 
can have but one ending—conversion of the profession into 
a technology. To accord the status of a cardiologist, a 
urologist, and so forth to a freshly qualified postgraduate 
would be courting disaster. A half-baked specialist is as 
bad as a half-baked potato—one upsets a poor digestion, 
the other sets up a poor profession. Socialization of medi- 
cine is another step which is leading the profession in the 
same direction. 

There is, however, a question to be answered. Why are 
our young men heading headlong towards specialization ? 
The answer is very simple. It brings them status as well as 
money. If we stop this specialization, what are we offering 
them in exchange? Ethics, morality, and so forth alone 
cannot cut much ice. A medical man, whatever we might 
designate him, must have a sound income to enable him to 
maintain a respectable status and a comfortable standard 
of living. Neither the official services nor general practice 
are conducive to high profits or high status. There is nothing 
intrinsically wrong with the present generation. Society, 
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administrative machinery, and even ourselves have created 
conditions by which they can move oxiy in one direction— 
mass specialization, which is alike detrimental to society as 
well as to the profession. 


After the Renaissance in Europe phenomenal progress 
in medicine was a direct result of advances in basic sciences. 
At the present time attention is being paid more and 
more to a still closer association between medicine and 
the basic sciences. This infiltration of the medical profession 
leads to further maturity and appreciation of the width of 
the foundation on which the edifice of medical research rests. 
No doubt it is a move in the right direction, and it has 
certainly heralded great discoveries, but unfortunately, 
directly or indirectly, it again lays stress on technology. It 
is not my intention to decry the latter, but this concentrated 
attention on technique to the exclusion of a stress on disci- 
pline is bound to have a harmful effect on the professional 
concepts in the minds both of society and of the young 
undergraduates. 

It is this aspect of the question which is drawing the 
attentien of more and more educationists to-day. Medical 
education constitutes a university discipline and not voca- 
tional training. That position it has occupied for centuries. 
With the advancement in other sciences there has not only 
been enormous expansion in the parent subject but a great 
many newer branches have sprouted and established them- 
selves in an apparent independent existence. As these sub- 
branches gain momentum they become more and more 
technical and highly involved. Ultimately there is a danger 
that these specialized studies may swamp the basic general 
education that a university discipline is calculated to impart. 
Any system which aims at preparing the undergraduate in a 
subject or group of subjects must have a relevance to life 
in general. The essential aim of technological training is to 
impart existing knowledge of a particular subject. It is con- 
cerned with the future so far as existing knowledge can be 
applied to particular situations which for the time being 
cannot be foreseen. All education, therefore, has its basis in 
technology. Education, in the higher sense of the develop- 
ment of the power to form judgments, becomes possible 
only after such techniques have been mastered. Technical 
knowledge is therefore an indispensable foundation for 
higher education. 

University education as it pertains to medicine has three 
objectives—learning the technique, learning the art of apply- 
ing this technique, and learning to give priority to the 
interests of others. In medical practice the last two consti- 
tute the dominant aspects. Such concepts have no place in 
a technical‘ calling. 


Dangerous Trends 


In spite of having gathered so much glory around it the 
medical profession was never in so much danger as to-day. 
There are several reasons, internal as weil as external. 
Among the internal causes the foremost, paradoxical though 
it may seem, is the great development in techniques and 
diversification of medicine into innumerable channels. This 
has resulted in the formation of cults within cults. This 
aspect has already been dealt with, but its in. »ortance, I feel, 
justifies a reiteration in some detail. Our undergraduates 
are becoming more and more vocational in outlook. Under 
the stress of time and of market demands we have also 
initiated mass production of medical specialists. If the pro- 
fession does not make strenuous efforts to formulate a 
coherent policy by which the younger shoots continue to 
derive their sap and stamina from the roots and the stem 
of the parent tree till they are mature enough to maintain 
an independent existence they may drift away into discord 
and disaster. Engrossed and enamoured with the study of 
the individual trees, the concept of the forest is being lost. 


As stated above, this overemphasis on technique is ad- 
versely affecting the concept of the profession. Considera- 
tion of the patient as an individual with a peculiar environ- 
ment and a particular psychic background is largely ignored. 
The stethoscope, the x ray, and the electrocardiogram have 


come so much into the limelight that the poor patient whose 
coronary artery or valve is the subject of this instrumenta- 
tion is lost in the shadows of the umbras and the penumbras. 
The position of the medical man is above that of a slave 
of the instruments, and the patient deserves greater con- 
sideration than that given to a laboratory analytical speci- 
men. No, he is not just a case. In his social set-up he 
occupies an important and a complicated position. His 
illness or death has a bearing on the lives of scores of others, 
epidemiologically as well as sociologically. The adage that 
we are treating a human being with a disease and not a 
disease should never be lost sight of. 

The same is true of the specialties. They are not selec- 
tive. Students pick a specialty rather from expediency and 
by chance than from their natural inclination. The defect 
is in our system of education. We allow specialization 
before a young man has sufficient maturity to decide any- 
thing for himself intelligently. This hit-and-run of random 
specialization without experience as a general practitioner 
cannot help a medical man properly to decide what his 
specialty is going to be. Let first things come first. De- 
velopment of individuality must have precedence over 
specialization. We must refrain from putting the cart 
before the horse. Deciding factors naturally are the 
requirements of the country and its resources. In most 
underdeveloped countries the crying need is the control 
of preventable disease. The economic resources of these 
countries are generally inadequate even partially to cover 
this fundamental need. Even rich and advanced countries 
are uncomfortably conscious of the financial burden associ- 
ated with the maintenance of specialists and the institutions 
and equipment which are prerequisites for the adequate 
discharge of their duties. 

Let us consider again this specialization in the context of 
a world problem. In most of the backward countries even 
basic medical aid is not available, leave alone specialization. 
More than three-quarters of the world consists of such less 
fortunate countries. In view of the larger interests of the 
world, therefore, the maintenance and the revival of the con- 
cept of “ profession” and what it stands for are of vital 
importance. There is no other solution. The politician is 
never slow to turn situations to his own advantage: power 
is like intoxication, the more you have the more you want 
to have. The administrator also appreciates that the situa- 
tion is shaping into a position which can be of considerable 
advantage to him. That the profession of medicine to-day 
is a dead letter and a slogan, and a medical man merely a 
high-class technician, suits both the politician and the admini- 
strator. We as medical men have a different background, 
different traditions, and a different outlook on life. The 
generality of people are incapable of appreciating collective 
good. They do not know the difference between the ameni- 
ties they enjoy to-day and the conditions that prevailed say 
a century back. A gulf is being created between us and the 
public which is being widened by interested parties. It is our 
duty to bridge this gulf. We do not need help from the State 
or from any other source to accomplish it. It is a domestic 
affair, and we should be capable of managing it ourselves in 
spite of every obstacle that is placed in our way. It is neither 
possible nor proper to offer any detailed proposals on the 
subject here. I feel that the solution lies in the revival of the 
general physician and the general surgeon on better-organized 
lines. 

The confusion is worse confounded by ignorance, natural 
or wilful, on the part of the politicians and administrators 
who have assumed responsibility for medical programmes, 
by complacency and a tendency to drift with the stream on 
the part of the medical educationists, and by the exigencies 
of the times, which have allowed little opportunity for us 
to probe into the problem to the depth the situation called 
for. Instead of facing the situation squarely we have started 
playing to the gallery. Technology and profession are closely 
linked with indissoluble links, and yet they are not one and 
the same thing. Technology is the foundation on which the 
edifice of the profession has been built. It has its birth in 
the laboratory, and provides us with concrete, exact, dry 
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facts. A patient brings a chit from the laboratory, “ Bact. 
coli isolated from the urine” ; another presents an electro- 
cardiogram. If ome were to go over hundreds of such 
patients no two would present exactly similar systems. The 
machinery has done its work ; it requires a mind to inter- 
pret and correlate the facts presented by the laboratory. 
Profession begins where technology ends. Technology is 
but an adjunct to profession. Profession existed when there 
was no technology. Without profession, technology is a 
sterile endeavour. What use is even a jet plane without a 
pilot ? 

Let us leave aside for a while acts of omission and com- 
mission by others. Some heart-searching is indicated at 
home also. How far have we ourselves contributed to the 
prevalent notions? The crux, the backbone, of an ideology 
is a study of its history, inculcation of its ethics, and an 
appreciation of the duties it ordains and the privileges it 
confers. In our zeal for mass production and in our zest 
for specialization we have ignored this fundamental forma- 
tive aspect of the profession. Medical men that we have 
turned out during the last few decades have no such back- 
ground. Society judges things by their face value. The 
word “ leader” is becoming a misnomer. Leaders of to-day 
do not lead, they are led by the people. To their “aye” 
they say “aye,” and to their “nay” they shout “nay.” If 
public opinion fits in with their scheme of things also, their 
declamations are all the more vociferous. The jury’s verdict 
is also not in our favour: the judges have no reason to go 
against the jury. We cannot preach one thing and practise 
another. Our bona fides has to be judged on the anvil of 
facts. Let us set our house in order and then invite an 
inspection. In the history of a profession as old as the 
world itself, decadence for a few generations should be of 
little moment. From what I have said there can be no gain- 
saying the fact that the profession of medicine is a profes- 
sion first and last and not a mere technology, the latter being 
just one of the basic links in the medical set-up. 

The discernment of the difference between a locomotive 
‘and the wheels of a locomotive can constitute a problem 
only for cortical amblyopes. 


Light Ahead 


I have pondered deep and long over the matter of this 
discourse. In my endeavour I am but following in the wake 
of many others who have preceded me. The goal lay high 
up at dizzy heights, enveloped in bewildering haze. During 
the last century diverse approaches to it were conceived and 
executed. The haze is lifting now. With the improved visi- 
bility we can now see things in their proper perspective. 
Our previous efforts were based on an optical illusion ; we 
had been following a false image. The highways we have 
built lead away from the goal and are strewn with pitfalls 
and covered with unstable shingle. We have to discard 
them. The question of paramount importance before us is 
the education of the undergraduate on proper lines. The 
conception associated with the word “ profession,” its scope, 
its responsibilities, and its privileges should be fully brought 
home to him. Technical education constitutes the founda- 
tion on which the future edifice of medicine is going to rest. 
This aspect should also be accorded the consideration it 
rightfully deserves. It should, however, be consistent with 
and conform to the nature of duties that are going to be 
assigned to him after his graduation: no more and no less. 
It should help in making the medical education correct, 
concise, and yet productive of medical men of a higher order. 
Those who show promise should be afforded opportunities 
of acquiring the highest type of general education—that is, 
general medical or general surgical. I want to lay special 
emphasis on this point. Postgraduate qualifications, M.D. 
(Cardiology) or F.R.C.S. (E.N.T.), and so forth, should never 
be counteranced. After the benefit of this type of medical 
education the men should enter into the general practice of 
their art. Many years of such a practice should assist them 
In expressing themselves. It is not cramming with set courses 
which makes real specialists. Proficiency is born of pro- 


pensity. For a final moulding the trusted and trained hands 
of accomplished specialists are essential. The time should 
then be ripe to place the developing specialist under their 
care, he being allowed an opportunity to work under a man 
of his own choice. When this final stage has been com- 
pleted satisfactorily the new specialist could embark on an 
independent career. Any institutional training -after this 
should be superfluous. 

Technology has its place in medicine as a very important, 
I should say an indispensable, auxiliary, but I do feel it is 
sheer waste of time and energy to impart medical and ad- 
vanced technological education as applied to medicine to one 
and the same person. Let me elucidate my point by a few 


examples. Anatomy, applied physiology, biochemistry, 
pharmacy, pharmacology, bacteriology, including proto- 
zoology, helminthology, entomology, histology, histo- 


pathology, radiology, electrocardiology, and so forth, can 
all be taught and practised as independent subjects. Techni- 
cal advancement and proficiency in practice should be much 
greater if they could be studied as independent sciences, 
and not as appendages to medicine. As no lures of private 
practice could be attached to these technologies those prac- 
tising it could do much more concentrated work. It goes 
without saying that these studies should be afforded post- 
graduate educational facilities of the highest type while re- 
maining outside the medical profession proper, but, acting as 
its auxiliaries, they could be eligible for the highest honours 
and status open to other sciences. They could also with 
advantage be associated with medical education proper if, 
when, and where indicated. 

These suggestions deserve the deepest consideration. If 
they are adopted the controversy, ““ Medicine—A Technology 
or a Profession,” automatically comes to an end. If under- 
graduates could be relieved of the unnecessary burden of 
technique more stress could be laid on the basic aspects 
of medicine. Both medicine and medical technology could 
benefit considerably by such a dissociation. We could pro- 
duce better medical men, fully alive to the fundamental 
concept of the profession of medicine. Chances of research 
and consequent advancement in technologies auxiliary to 
medicine could be much more enhanced. Medicine and 
technology could develop side by side, each aiding the other 
but without any chance of trespass. 


Conclusion 


I have discussed here at some length the historical develop- 
ment of the medical profession. I have shown the intrinsic 
difference between “ profession ” and “technology.” I have 
also indicated the part medicine plays and has played in the 
social and economic development of the world. We have 
also seen the drift that medicine is taking to-day and the 
intrinsic and extrinsic dangers to which it is exposed. I 
have also broadly hinted at the task which lies ahead of 
medical educationists. The greater the magnitude of the 
task the greater the responsibility. There is, however, no 
room for despondency. Our forefathers weathered worse 
storms and with faith, honesty of purpose, and organized 
effort won more glory ; and the prestige of the profession has 
been ever rising. I think—nay, I believe—we have material 
which can rise .o any occasion. Ours is a profession built 
on the rock of humanitarianism, strengthened by self- 
effacement and self-sacrifice. We have a place of pride and 
honour in the community we live in. I am sure we shall 
live up to the traditions of our noble profession. 








*Mian Afzal Husain, first President of the Public Service Com- 
mission of Pakistan ; in his presidential address at the first Science 
Conference, held at Karachi in 1949. 

*Castiglioni, A. History of Medicine, 1947 edition, p. 59. 

%Sarojini Naidu, wife of Major Naidu, of Hyderabad, Deccan 
(India), poetess and a politician. Died as Governor of United 
Provinces of India in 1950. 

*Sushurta Samhita, one of the famous ancient Hindu books on 
medicine. Translated by Bhisage Ratna, 1907. 

‘Castiglioni, A. History of Medicine, 1947 edition, p. 117. 

°C. Singer. A Short History of Medicine. 

"E. E. Hume. War and Medicine in New Worlds in Medicine, 
edited by H. Ward, 1946 edition, p. 81. 

*C. Singer. A Short History of Medicine. 
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THE SECTIONS OF THE FIRST WORLD CONFERENCE ON 
MEDICAL EDUCATION 


We invited the Vice-Presidents of the Conference to present brief statements on the subjects of the sections they presided 
over this week, and these are printed below under the headings of each of the four sections. 


REQUIREMENTS FOR ENTRY INTO 
MEDICAL SCHOOLS 
THE SELECTION OF STUDENTS 
BY 


VICTOR JOHNSON, M.D., Ph.D. 


Mayo Foundation for Medical Education and Research, 
Rochester, Minnesota, U.S.A. 


No greater responsibility devolves upon medical educa- 
tors than that of determining who are qualified to study 
medicine and who are not. I am sure that any evalua- 
tion of the results of these selective efforts by those who 
exercise such responsibility would be characterized by 


extreme modesty, if not humility. All will admit that . 


errors in judgment have excluded from medicine some 
who are qualified to become physicians and have 
included some who should not enter medicine. 

Section A of the First World Conference on Medical 
Education addresses itself to this problem to the end 
that world-wide experience may help achieve a closer 
approximation to the ideal goal. Certain qualifications 
of potential medical students are relatively easy to 
measure, while others are virtually impossible to 
determine. 

It is granted that acceptable candidates must be intelli- 
gent and that we can measure that intelligence with a 
degree of accuracy by various testing devices, exami- 
nations, and the academic performance of the applicant. 
But how may we be satisfied that a candidate couples 
emotional stability with his intelligence? I believe it 
remains to be demonstrated that brilliance is more likely 
than mediocrity to be associated with emotional insta- 
bility. Yet we have all seen too many examples of 
intellectually able medical students whose lack of 
stability unfits them to be medical students and 
physicians of a high order. May we eventually be 
able to determine emotional stability as effectively as 
we can determine intelligence ? 


Motivation 

Again, let us suppose our candidate possesses the aptitude 
for science and medicine. Although aptitude tests may be less 
reliable than those of intelligence, we can probably arrive 
at a reasonable approximation to the truth by appropriate 
means. But is the aptitude joined with proper motivation ? 
Is our student possessed of a drive toward medicine that 
cannot be denied? Has he a single-minded devotion to his 
work as a student, a house officer, and a physician so that 
the many denials to himself are fully compensated by the 
gratifications of his chosen tasks? The arduous job of 
studying medicine leaves no room for less than whole- 
hearted effort. 

A misdirected apparent orientation towards medicine, of 
which the student himself may be unaware, may stubbornly 
defy detection. I do not refer to the simple case of the 
intelligent, apt candidate who says, “My father always 
wanted me to study medicine, but I do not.” His case is 


easy. Also, he is rare. More common is the misfit student’ 


who fully believes he is properly motivated. He says, “ My 
father always wanted me to study medicine, and I also have 
always desired it.” The parent may have exerted no obvious 
direct influence, but in numberless unplanned indirections 
pointed the son’s career toward medicine. How to detect real 
from fancied strong motivation is a challenge. Often the 


defect manifests itself only by a failure to master the work 
of the medical school, following painful efforts to succeed. 

The coupling of intelligence with emotional stability, and 
of aptitude with motivation, requires further sound character 
and lofty ideals, objectivity tempered with warm kindliness, 
and industry born of devotion to work. Perhaps these attri- 
butes may never be measurable. Yet we must never cease 
trying. 

It would be well if we could estimate these desiderata 
of a medical student and physician even before he has 
completed his premedical studies, but not, in my opinion, 
for the reason commonly given. We are told that a very 
early knowledge of a student’s qualifications for the later 
study of medicine might save him future disappointment, 
and also prevent him from “ wasting time” in premedical 
studies instead of pursuing another line of education. I 
agree with the desirability of avoiding disappointment, but 
I have little sympathy with the “ wasted time ” concept, un- 
less education for life is wasted time for the would-be 
physician. 

The kind of education which best prepares a student for 
medical school also prepares him well for other pursuits. 
In such general education I would include natural science 
prominently. To-day it is fashionable, at least in the 
United States, for advisers of potential medical students to 
say, “ Premedical students should not take too many science 
studies ; they should acquire a good general education,” as 
if education in natural science were of a lower order cultur-" 
ally than is education in the humanities or social sciences. 
Such educational advisers of to-day are akin to certain of 
the humanists of the past, who dismissed, without ceremony, 
science as a factor in general education. Thomas Huxley 
(1899) called them “ Levites ix charge of the ark of culture 
and monopolists of liberal education.” He decried the 
accepted reference to the Renaissance as the “ Revival of 
Letters,” saying “ ... as if the influences then brought to 
bear upon the mind of Western Europe had been whol'y 
exhausted in the field of literature. I think it is commonly 
forgotten that the revival of science... was not less 
momentous.” 

Perhaps a legitimate reason why a student should not 
devote too much time to science in his preparatory studies 
is that by limiting the time he devotes to the humanities 
he may never appreciate that the humanities have no more 
proprietary claim than does science upon the dramatic, the 
imaginative, the beautiful. No epic poem displays a majestic 
sweep excelling that of Darwin’s evolutionary history. The 
balance and perfection of composition of a painting are 
equally apparent in what Walter Cannon called “ The 
Wisdom of the Body.” 

The burden of my thought is that we regard science, and 
teach science to prospective physicians, without apology 
for its utilitarianism, and as an indispensable ingredient of 
human culture. 

Conclusion 

Let us venture the hope that this conference may con- 
tribute some measure of advance towards a better selection 
of those most qualified to become physicians, who possess 
not only intelligence but emotional stability, not only apti- 
tude but motivation, not only industry but warmth and 
kindliness. Let us further hope that we may make some 
progress toward an improved preliminary training of future 
physicians ; an education which includes the humanities and 
the social sciences, and also gives prominence to the natural 
sciences, not merely as pragmatic tools, but as an indispens- 
able ingredient of the cultural development of a physician, 
a lawyer, a clergyman, ‘or any other productive citizen of 


the modern world. 
REFERENCE 
Huxley, T. H. (1899). Science and Education Essays, p. 134. Appleton, 
New York. 
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AIMS AND CONTENT OF THE MEDICAL 


CURRICULUM 
UNDERGRADUATE MEDICAL EDUCATION 
BY 
Sir ARCOT MUDALIAR, M.D., LL.D., D.Sc. 
FR.C.0.G. 


Vice-Chancellor, University of Madras 


It is significant of the times that a symposium on under- 
graduate medical education should have been sponsored 
by the World Medical Association with the active co- 
operation of the World Health Organization and other 
international associations. Since the World Health 
Organization started work on an international scale in 
the field of prevention and cure of disease, it has become 
increasingly clear that the personnel of the medical pro- 
fession must possess a minimum basic qualification if 
they are to participate effectively in the furtherance of 
programmes in the different countries concerned. In its 
preamble the World Health Organization’s concept of 
health has been clearly defined as “a state of complete 
physical, mental, and social well-being and not merely 
the absence of disease or infirmity.” This implies a 
wider concept of undergraduate medical education than 
that which was accepted 30 or 40 years ago. 

The objectives of medical education have undergone 
significant changes during this period and the duties and 
_ responsibilities of the basic doctor have widened and 
increased. His concern is no longer the cure of the 
individual patient entrusted to his care. The preventive 
aspects of disease have long been emphasized, and it 
has been suggested that during the whole period of his 
clinital studies the student’s attention should be directed 
to the role of preventive medicine in the promotion of 
health. It must, however, be admitted that in many 
schools little or no real progress has been made, because 
to learn the fundamentals of preventive medicine one 
should go to the field, to the very source where the 
problems are being tackled. They cannot be learnt by 
didactic lectures or through references made during 
clinical demonstrations. 


Medicine and Society 


In recent years it has been realized that another aspect of 
medicine deserves increasing attention—the study of social 
pathology in relation to the causation and incidence of 
diseases and their prevention. Public health has been largely 
concerned with communicable diseases—their causes, distri- 
bution, and prevention ; while social medicine is concerned 
with all prevalent diseases which have their epidemiologies 
and their correlations with social and occupational condi- 
tions, and should ultimately be regarded as to a greater or 
less degree preventable. Social medicine is thus concerned 
with the pathology of families, groups, societies, or larger 
populations. The medical student has therefore to be 
familiarized not only with the pathology of the diseased 
condition in the patient but with those more important 
conditions in the home, family, and community whose 
prejudicial effects may have been the causal factors of the 
disease and may unfavourably influence smooth conva- 
lescence and recovery, if they do not actually promote its 
recurrence. 

Clinical and Preclinical Studies 


In will therefore be seen that during the past half-century 
there has been a changing concept of the relation of medi- 
cine to society. It must necessarily follow that this change 
of concept should influence the trend of medical education 
and reorientate the methods pursued in undergraduate medi- 


cal education. The course of undergraduate medical study 
is conventionally divided into two parts—the preclinical and 
the clinical. In the light of present-day requirements this 
would seem to be an artificial distinction, and the greater 
the degree of integration between preclinical and clinical sub- 
jects of study the greater will be the young undergraduate’s 
appreciation of the fundamental medical sciences and their 
application at a later stage of the studies. 

Anatomy and physiology as basic medical sciences are 
undoubtedly of great importance to a proper appreciation 
of the clinical studies at a later stage. But to the young 
undergraduate in medicine the study of these subjects is 
of importance and interest more in their applied aspects and 
in their relationship with a clearer understanding of their 
application in clinical medicine and surgery. It is obvious 
that reform in the present curriculum that would integrate 
the basic sciences with the clinical courses is necessary, and, 
with this end in view, the simultaneous use of the patient 
as a means of stimulating the student and aiding his memory 
would be of great value. Thus some of the time now devoted 
to the preclinical sciences might well be used to give the 
student an opportunity of gaining some clinical insight, his 
time being employed with more profit in the performance 
of blood counts, urine analysis, and the observation of.such 
pathological factors as would enable him to gain a firmer 
knowledge of the underlying physiological principles. 

Likewise, during the clinical period some time must be 
surrendered to the basic science faculties to permit the 
presentation of such anatomical, chemical, and physio- 
logical information as would be better appreciated at that 
stage by the clinical student. Most medical teachers will 
agree that, whenever possible, the content of courses in the 
premedical curriculum, particularly science courses, should 
include a generous amount of medical orientation. It would 
add to the student’s interest and enthusiasm, tend to unify 
the educational process, and this could be done without any 
violence to the values of discipline in pure science. 

It is hardly necessary to state that the study of patho- 
logy has developed into one of the most important basic 
medical sciences. Herein the undergraduate is introduced 
to disease : he sees the damage that is wrought by various 
factors and studies the changes in tissues in various stages 
of disease and the reaction of the tissues in their effort to 
conquer it. The gross and microscopical study of disease 
tissues thus helps him to a better appreciation of the labora- 
tory sciences and clinical medicine. The same applies to 
bacteriology, which has grown at such a rapid rate that, 
along with chemistry, a new chapter has been added to the 
study of factors which control reproduction in bacteria. A 
good foundation, therefore, in this basic medical science and 
its techniques is essential for any well-trained physician. 

One of the chief problems connected with the medical 
curriculum is the place that should be given to the special- 
ties. With the ever-increasing number of specialties, there 
is always a demand that a study of these subjects should 
form an integral part of the medical curriculum. The result 
has been that the undergraduate syllabus is overloaded with 
a miscellaneous variety of factors. In the anxiety to get the 
undergraduate to know something of the ever-increasing 
number of specialties the necessary time is not available 
for him to get a thorough grasp of the fundamentals of 
medicine and surgery and to become really familiar with 
the methods of diagnosis and of rational deductions. 


Supervised Work 

It is true that the amount of time devoted to didactic 
lectures has been steadily decreased, to enable the under- 
graduate to spend more time in supervised work with 
patients in clinical clerkships. Whether these clerkships are 
in the wards or in the out-patient department is not so import- 
ant as the character of the supervision and guidance he 
receives from interested and inspiring teachers. The object 
of the clerkship is to provide an opportunity for a student 
to follow his case long enough to gain a lasting understand- 
ing of the natural history of the disease and the methods by 
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which it can be treated. With the rapid extension of labora- 
tory tests of great accuracy there is a tendency to rely more 
and more on laboratory reports and less and less on the 
examination of the patient, the history of the illness, the 
family history, the environmental conditions, and the exer- 
cise of a wise clinical judgment. In many cases, of course, 
laboratory findings are required to arrive at correct conclu- 
sions, but the student must never be allowed to forget that the 
most essential consideration in arriving at a correct diagnosis 
is to study the patient in all his aspects and not to come to 
conclusions on laboratory tests. The laboratory must serve 
as a good servant and not be permitted to become the over- 
lord. 

As the student advances in his use of observation and 
deduction great help can be gained through conferences, 
seminars, clinical lectures, ward rounds, and case presenta- 
tion by students themselves ; these should all be regarded as 
essential elements of a well-conducted clerkship. Equally 
essential is it for the student to realize that the knowledge 
and experience of other professional and technical persons 
associated in the service of the patient are of great value. 
Nurses, medical social workers,¢ dietitians, dentists, and 
others have a contribution to make to the students’ better 
understanding and appreciation of the patient. The clinico- 
pathological conference is the foundation of all educational 
progress for clinical clerks as well as for interns, residents, 
and the whoie staff: it is at these conferences that the test 
of good and bad medical practice and teaching can be 
judged. There is no substitute for it so far as intellectual 
discipline and stimulus to professional improvements are 
concerned. 

The Aim of Teaching 


The aim of undergraduate medical education is not to 
provide training in the highly specialized fields of medical 
and surgical treatment but to give a thorough grounding in 
the knowledge and synthesis of general medical and surgical 
diagnosis. Let it be realized that undergraduate medical 
teaching serves only to lay the foundation for the creation 
of interest in a subject of ever-increasing complexity and to 
arouse in the student a psychological curiosity to develop 
the basic methods and principles that have been ingrained 
in him. 

The successful medical practitioner is a perpetual student, 
and, in the light of the many developments that are taking 
place, thanks to the impact of the discoveries of basic 
sciences on medicine, it can easily be realized that it is not 
the knowledge of many unrelated facts but the analytical 
and the progressively expanding mind which will help the 
student to keep continually in touch with all receptive ideas 
in the field of science, particularly in its relation to medicine. 
The chief emphasis, therefore, should be on developing the 
student’s broad understanding, scientific aptitude and ap- 
proach, powers of accurate reasoning, judgment, resource, 
initiative, and a determination to put to test the knowledge 
that has been gained through study and observation. 

It is from this point of view that the whole programme 
of undergraduate medical education should be reviewed. If 
specialization at the undergraduate level hinders the organ- 
ization of a unified curriculum, if the curriculum tends to 
create any rigid barriers between basic medical sciences and 
the clinical instruction which should follow later, if it 
does not help to relate the education to the broader culture 
and science of the times both in the field of preventive medi- 
cine and in that of its social implications, then under- 
graduate medical education will have failed of its purpose. 
Medical students should be stimulated and inspired by 
modern concepts of social medicine to realize that they 
are responsible citizens of the future who should apply their 
profession, and the knowledge that they have gained, to 
the berefit of humanity. 


An Interesting Period 
One of the most important periods of a medical student’s 
career is the period of internship. He looks forward to 
this with great interest. The intern is not burdened with 


/ 


a schedule of classes and prospects of formal examination. 
He is free from the inhibitions of his undergraduate stage 
of study, and he has the joy of working with experienced 
clinicians and seeing how they combine the science and art 
of medicine in the treatment of their patients. The intern- 
ship should strengthen and not weaken the student’s appre- 
ciation of high scientific and ethical standards of practice. 
In the past, and as it still is in some schools, while the 
internship was regarded as a part of undergraduate medical 
education, it was almost entirely concerned with curative 
medicine. It thus failed in its objective, because internship, 
properly regulated, should contribute to a better apprecia- 
tion of the possibilities of preventive and social medicine, 
and put the intern into closer contact with the life of the 
patient in respect of environmental conditions, his occupa- 
tional hazards, and the manner in which he can be rehabili- 
tated. The internship should therefore be utilized as an 
opportunity of studying community medicine in all its many 
ramifications through public and private agencies, and 
should serve as an experience in the practice of preventive 
as well as curative medicine, in community medicine as 
well as in hospital and in the out-patient department. 


Conclusion 


Thus it will be seen that no part of medical education 
is so important as that of the undergraduate, and, if the 
foundations are not well and truly laid, and the broad basis 
of the objectives of undergraduate medical education not 
thoroughly appreciated, the role that the future practitioner 
will be called upon to play will not be fulfilled and the 
usefulness of the trained doctor will be limited. Medical 
schools, the teaching profession in the faculties, and all 
concerned have to realize, therefore, the need for reorienta- 
tion of the policy of undergraduate medical education, as 
indeed of all education in the field of medicine. 








TECHNIQUES AND METHODS OF 
MEDICAL EDUCATION 


BY 


ALBERTO HURTADO, M.D. 
Faculty of Medicine, University of San Marcos, Peru 


It is an honour and a privilege, which I greatly appreci- 
ate, to preside over one of the sections of the First World 
Conference on Medical Education. I interpret this high 
distinction as one of the many indications that the medi- 
cal profession is really one large institution, without 
geographical or racial barriers, making a generous effort 
to achieve a better mental and physical health for man- 
kind. I have not the time to refer specifically to some of 
the techniques and methods which are actually used in 
or must be introduced into medical education. The 
distinguished list of contributors to this section, the 
variety of subjects to be considered, and the subsequent 
discussion which they will elicit are indicative that this 
important phase of medical education will be adequately 
investigated. It is almost unnecessary to say that our 
considerations will be closely related to those made in 
other sections. Methods and techniques are dependent, 
in part or wholly, on the premedical preparation of the 
students, the orientation and contents of the medical 
curriculum, and the new trends in preventive and social 
medicine. For these reasons it appears ‘to be more perti- 
nent, as a sort of introduction to our work, to comment 
briefly on the general aspects of the problems we face 
when we attempt to discuss medical education. 
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As a means of emerging from the widespread social 
unrest and poverty brought about or aggravated by the 
two great wars which divided the world into bitter 
factions, and in an effort to prevent the repetition of 
such catastrophes, international organizations and local 
governments are giving constantly increasing attention 
to the improvement of health conditions. It has become 
an accepted fact that man has the fundamental right to 
demand adequate protection against the development of 
disease and the best possible care when he is ill. Hos- 
pitals are being built all over the world, and new ten- 
dencies, such as socialized medicine, are attempting to 
solve the problems of preventing and curing illness. But 
there is little doubt that these efforts, justified as they 
undoubtedly are, lack in most cases the necessary basic 
foundation, which is the recognition that a good medical 
education is an essential factor for the successful 
accomplishment of health and social programmes. Large 
sums of money could be saved and a greater benefit 
obtained if Governments and the public were educated 
in the belief that a sound training of the men who will 
be immediately responsible for the effectiveness of such 
programmes was an essential requisite. 


Need for Readjustment 


It is not illogical to affirm that medical education must be 
regarded as a major health problem of a nation and must 
have a high priority in its solution. This is especially true 
in countries where educational standards fall below those 
considered to be acceptable. It is important to insist on 
the benefits of employing, as much as possible, local men in 
carrying out medical work in a given country. However, 
this major problem is not easy of solution. It has been 
repeatedly pointed out that medical education is in a transi- 
tional or critical period, and there is universal agreement on 
the urgent need of readjustment. Unfortunately there is 
not the same agreement on the way to bring about this 
readjustment. In reviewing the vast literature on the 
subject one is impressed with the emphasis with which 
every writer tries to uphold his personal ideas, and the 
writers and the ideas may be counted in hundreds and even 
thousands. 

Several factors are apparently responsible for the present 
situation of uncertainty and confusion. Knowledge and 
understanding of them are necessary for the adequate evalu- 
ation of the methods and techniques which it is convenient 
to use in teaching medicine. These factors may be separated, 
from a general point of view, into the quantitative and the 
qualitative. To the first group belongs the tremendous 
advance in the knowledge related to the so-called basic 
sciences or preclinical courses. Some of these, such as 
anatomy, chemistry, physiology, bacteriology, and pharma- 
cology, have long been accepted as part of the medical 
curriculum, and others, such as mathematics and physics, 
especially the latter, have given enough proof of their right 
to be included, at least up to certain degree, in such a group. 
In the clinical courses are included the great body of inform- 
ation which must be given to the students concerning the 
new concepts in psychiatry and social and preventive medi- 
cine ; care of man when exposed to warfare; use of new 
therapeutic agents, including antibiotics, vitamins, and 
hormones, and the new surgical and medical procedures 
developed for the restoration of health. 

From a qualitative point of view we have the close 
approach of preclinical to clinical courses ; the interpreta- 
tion of symptoms, signs, treatment, and prognosis in physio- 
morphological terms, which introduces a dynamic rather 
than a static estimation of illness and its effects ; the rapid 
development of an integrated concept in the consideration 
of the healthy and sick human body and mind, a concept 
which threatens to abolish the barriers between the classical 
departments and the time-honoured sequence in the curri- 


culum ; and, finally, the acceptance of the importance of 
considering the patient not as an isolated individual but as 
part of the family and society, from the points of view of 
both the consequences and the clinical peculiarities of the 
disease. 


A Complicated Task 


Thus the teacher of medicine faces to-day an extremely 
complicated task. He has to give to the student a constantly 
increasing factual knowledge within a. period of time which 
has not changed for decades. One method followed is the 
elimination of certain facts in favour of others, either new 
or considered more important, within the general orientation 
that medical education cannot pretend to impart anything 
but the most essential material, leaving for the postgraduate 
period the acquisition of further knowledge, especially in 
what concerns the practical application of general principles. 
It is evident that this method of solution cannot go on 
indefinitely. It is based, in part at-least, on a false premise, 
because it implies that new facts mean necessarily the 
elimination of previous ones. This is not always the case. 
Knowledge does not advance only by replacement; often 
it does so by addition. At the rate of our present advance 
in medical sciences it will occur, rather sooner than later, 
that the medical student leaves the school with only an 
elementary vision of what is necessary for him to know. 
Most medical educators are reluctant to consider a lengthen- 
ing of undergraduate education. On the other hand, pre- 
medical training and postgraduate instruction have in recent 
years received a more liberal extension. One cannot escape 
the thought that the same consideration will probably have 
to be applied to undergraduate medical education, especially 
in those countries in which it is carried out in only four 
years. 


Habits of Thinking and Reasoning 


But the problems to be solved do not relate only to factual 
knowledge. Frequently, and with ample justification, it is 
indicated that the medical student must be taught the habits 
of thinking and reasoning, and the ability to discriminate on 
the relative value of the numerous contributions which are 
constantly being made to our knowledge. Some writers 
have extensively discussed the relative importance of these 
two aspects of medical education : learning facts and learn- 
ing to think. Each has been given priority over the other. 
We must accept, however, that both are important, inti- 
mately connected, and dependent on each other. One 
cannot think and reason well if an appropriate body of 
knowledge does not back these intellectual functions. 

The complexity of medical education is increased by the 
fact that its objective is not only the training of practitioners, 
either general or specialized. The medical school is the 
proper place for the selection and preparation of future 
teachers and investigators. This role is vital for the con- 
tinuation of progress, for the necessary renewal of teaching 
personnel, and for the fulfilment of one of the most basic 
functions of a university, which is the undertaking of re- 
search. Everybody agrees that research gives to the teacher 
a greater authority and a better framework of mind for his 
thinking and makes him a greater inspiration to his students. 
But there is no uniformity of opinion concerning several 
points. How soon should the selected student be attracted 
to research? Is a limited investigative activity desirable 
in the curriculum ? Is it convenient for the future teacher 
or investigator to enter early in the field of his choice, or 
is it better for him to acquire previously a general experi- 
ence ? What methods should be used to evaluate the 
future qualities of students? These and many other ques- 
tions demand a closer study. 


Conclusion 


Medical education presents problems such as those briefly 
mentioned, which may be considered to be universal in 
character, which can be formulated in general terms, and 
which are apt to be applied wherever medical training is 
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carried out. But local conditions may complicate in a 
varying degree the solution of these problems. In most 
countries of Latin America, and possibly in some other 
regions of the world, an excess of students and economical 
factors complicate the picture. An erroneous concept of 
democracy has frequently opened the medical schools to 
all those who merely wish to pursue a medical education. 
The result has been the admittance of a number of students 
entirely incompatible with a high efficiency in the training, 
and this situation has brought about all the evils of mass 
education, in which the personal and highly useful contact 
between the teacher and the student is practically suppressed. 
The limitation of funds available for teaching and research 
makes difficult the introduction of the necessary reforms and 
the proper use of men adequately trained. In addition, 
geographical and social conditions are still responsible for 
large areas of inadequate medical and sanitary attention, 
which results in an uneven distribution of the graduates, 
who seek the large populated centres in which they find 
a better scientific environment for their professional 
activities. 

Fortunately, facing these handicaps there is, in the medical 
school authorities and members, and in the medical profes- 
sion in general, a sincere desire and a determined intention 
to raise the educational standards to the level found in those 
countries which have marked out the pathways in this field. 
These sentiments explain the presence in this meeting of 
men who have come from our distant continent. Allow 
me to conclude by expressing my confidence in the ultimate 
result of these deliberations, and my best wishes, partici- 
pated in I am sure, by all of you, for the success of this 
conference, which represents a united effort to raise the edu- 
cational standards of our profession. 





= — | 


PREVENTIVE AND SOCIAL MEDICINE* 


BY 


RENE SAND, M.D. 


Emeritus Professor of Social Medicine, University of 
Brussels 





In the hospital as well as in private practice the physician 
deals essentially with sick people, so that the codes of 
ethics drawn up by the medical profession in the various 
countries define the doctor’s duties towards his patient, 
not in a more general sense towards the person who 
consults him in health or disease. So had Hippocrates 
in the Oath, although elsewhere in his work he main- 
tains that the first duty of the physician is to protect 
and cultivate health. 

When, about a century ago, sanitation was revived 
and put mainly in the hands of the engineer, and when 
medical health officers were appointed, the doctor still 
served the cause of health by giving advice as family 
physician. Unfortunately, the advent of specialization 
has nowadays reduced the part played by the general 
practitioner. 

Preventive medicine in the strict sense of the term— 
that is, preventive medical procedures—appeared with 
Jenner and his first immunization, followed a century 
later by the preventive examinations of pregnant women, 
infants, and school-children. Occupational medicine 
was launched by Ramazzini in 1700, medico-social 
surveys and statistics by Villermé in 1828. 

In the century and a quarter which has elapsed since 
these pioneer days, preventive and social medicine—the 
terms are often used as synonyms for reasons of con- 

*This paper was received for publication just before Professor 
Sand underwent an operation which prevented him from coming 


to London as one of the Vice-Presidents of the First World 
Conference on Medical Education. The news of his death was 





received as this issue of the Journal went to press. 


venience—have proved their case, and if weighed against 
curative medicine would no doubt be found more effec- 
tive and less costly. However, they occupy only a small 
place in medical teaching ; and they come late in the 
curriculum, at a time when the student’s mind is already 
monopolized by the clinical and laboratory aspects of 
disease. Besides, having had no instruction in the social 
sciences, he feels lost in a strange country. 


Signs of Improvement 

Here, as in so many other fields, institutions have lagged 
behind needs. Hospital and medical practice are still turned 
mainly towards cure. The Faculty is still made up of a 
large group of clinicians, a large group of laboratory 
workers, and a solitary professor of public health. Yet 
signs of change are appearing. The importance given to 
preventive medicine by the Report of the B.M.A. (The 
Training of a Doctor), and by the Goodenough Report, as 
well as by similar documents elsewhere ; the creation of 
departments, institutes, and chairs of preventive and social 
medicine in various countries; the part assigned to these 
disciplines by W.H.O. and other international organizations 
—all point in the same direction. 

If the social elements in many medical schools are still 
comparatively neglected it is because the training takes place 
in the hospital, from which these elements are absent, and 
because few members of the Faculty have studied social 
sciences and acquired experience in social work. However, 
a growing number of hospitals have almoners, and use 
them to demonstrate the circumstances and needs of the 
patients. Besides, the idea is spreading that a much greater 
part of the training should be given in the out-patient 
department and in the home itself, either by associating the 
students with the daily work of general practitioners, as 
Professor Crew does in Edinburgh, or by sending the 
students to observe domiciliary cases. 


Need for Change 

The lack of training in the social sciences calls for a 
radical change : in his first university year the student is 
taught mathematics, physics, chemistry, and biology, which 
are required for the understanding of health and disease ; 
he should study also psychology and sociology, not only 
because he will need this initiation to play his full part as 
a doctor but because everyone, and more especially a uni- 
versity graduate, should understand himself and the world 
in which he lives. Biology teaches us to understand our 
body; psychology to understand our mind and our 
behaviour ; sociology to understand the structure and life 
of the groups, small and large, of which we are members. 
So long as psychology and sociology remained mainly 
speculative their practical use was limited. More realistic 
to-day, they have become indispensable to the statesman, 
the employer, and the parent, to the judge, the Army officer, 
and the doctor. 

On the background of biology, psychology, and sociology, 
acquired in the first year, the principles of preventive and 
social medicine should be taught at the same time as the 
basic sciences, anatomy, and physiology. The aim of 
medicine should be defined as the maintenance and culture 
of physical, mental, and social health, with the repair of 
damaged health as the second consideration only. The 
nation-wide and permanent achievements of preventive 
medicine and public health should be put in parallel with 
the remarkable but individual and temporary successes of 
curative medicine. 

Later, when the student enters the hospital, the part 
played by social, economic, and occupational factors should 
be explained by the internist, the surgeon, the obstetrician, 
the paediatrician, the psychiatrist, with the help of the 
almoner, and preferably also of the professor of preventive 
or social medicine ; and this teaching should take place in 
the clinical lessons, in the daily rounds of the wards, in the 
out-patient department, in the dispensaries and clinics, and 
in the home itself. 
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Then preventive and social medicine will pervade medical 
training and practice as did bacteriology, serology, and im- 
munology when I was a medical student more than fifty 
years ago. However, bacteriology was not as foreign to men 
trained in laboratory methods and the use of the microscope 
as are the social sciences and social work to those who 
never approached these fields. 

There are other difficulties—the crowded curriculum, the 
natural resistance of men and institutions to any change, 
and the trouble and expense connected with a fundamental 
move. 

But we do not want to make the curriculum still heavier : 
what we ask for is a broader point of view in the existing 
lectures rather than additional courses. Besides, there 
remains from former schemes of training much that is out 
of date and could be abridged or omitted. Specialization 
also should be curbed in the student’s programme. It is 
impossible to teach everything in a limited number of years. 
We can give the background, the method, the example, the 
essentials of medical science and practice : above all, we 
must try to cultivate the spirit of scientific observation and 
the spirit of service ; the rest will have to be acquired by 
and by. 

The lack of medical personnel trained in the social sciences 
will gradually be overcome. Facilities have been given in 
this direction by the Rockefeller and other American 
Foundations, the Nuffield Provincial Hospitals Trust, and 
W.H.O. The chairs recently created in various countries 
—whether called chairs of social medicine, or preventive 
medicine, or human ecology as in Cambridge—will breed 
a new staff and spread a new spirit. 

Besides these general points, there are others of special 
interest, among them the place of occupational health in 
medicine. This deals with a specialized field; it has 
developed its own methods in occupational physiology, 
pathology, and psychology; and has grown to a full- 
sized science with its own associations, periodicals, and 
congresses. 

Other fields, such as epidemiology, demography and vital 
statistics, genetics, nutrition, and housing, are allotted by 
some to public health, by others to preventive and social 
medicine. 

To what extent can the student health service be used 
in medical education ? Experience shows great differences, 
according to the amount of discretion which national psy- 
chology demands in personal matters. Fruitful develop- 
ments may nevertheless be expected in this direction. 


Pioneers of Social Medicine 


The term “social medicine” was coined in 1848 by Dr. 
Jules Guérin, of Paris. The teaching of social medicine 
began in 1902 with a few extracurricular lessons given at 
the Berlin Medical School by Professor Martin Kirchner. 
The first fully fledged professors of social medicine were 
Edoardo Bonardi in Milan (1908), Johan Marcus Baart de la 
Faille in Utrecht (1918), and Alfred Grotjahn in Berlin 
(1920), who had taught the subject, as lecturer, since 1912. 
Giuseppe Tropeano, in Naples, began his optional lessons 
in 1910. At Nancy, when taking his chair (1920), Jacques 
Parisot had it styled “ chair of hygiene and social medicine.” 
In the New World, the first department of preventive medi- 
cine was created at Harvard University in 1909. 

Contributions to preventive and social medicine have 
come from various fields : the social sciences and social 
work, forensic medicine, public health, and clinical medi- 
cine. These various approaches have led some professors 
of forensic medicine, in France especially, to teach also 
preventive and social medicine ; professors of public health 
have done the same in various countries; clinicians are 
increasingly following this example. The merits of these 
various schemes will be weighed against those of an auto- 
nomous chair of preventive and social medicine. That these 
disciplines should be included in the medical curriculum 
no one, I think, will deny. 


PHYSIQUE AND CHOICE OF FACULTY 


BY 


R. W. PARNELL, D.M., M.R.C.P. 


Nuffield Research Physician in the Constitutional Aspects of 
Psychiatric Medicine, the Warneford Hospital, Oxford 


In the report of the 1951 Conference of Home Univer- 
sities the Vice-Chancellor of Leeds, Mr. C. R. Morris, is 
quoted as saying: “There is no question that, in the 
main medical schools, the bottom candidates are very 
far indeed below the bottom candidates in the special 
schools of, say, physics and chemistry. They are, in 
fact, a different order of being academically... . I 
think that these people who are very low academically 
may be extremely good candidates for the medical pro- 
fession. I hope you will not take that as a joke, because 
it may very well be true. Some very good doctors with 
long experience think that some of these people will fill, 
say, 40 or 50% of the medical profession with better 
advantage to the nation than others with very high 
academic qualifications.” 

In the same discussion on selection of university 
students, Dr. C. F. Harris, Dean of St. Bartholomew's 
Hospital Medical College, remarked : “ With one or 
two exceptions, if one follows the careers of winners 
of our open scholarships it is apparent that the 
method of always allowing the open scholarship to 
be won by examination alone fails. The scholarship 
winner may have matured as an examination fiend much 
too early, and later this ability rapidly fails, or, apart 
from his examination brilliance, he may have qualities 
most undesirable in a doctor.” 

These engaging comments, coming from a leader in 
the world of education and the dean of a medical school, 
command attention, and any objective evidence which 
may be brought forward to support or refute these con- 
tentions is therefore of interest. 


Temperament and Physique 


In 1951 I reported on physical characteristics and differ- 
ences between men who shine at short- and long-distance 
running. Association of physical characteristics and physical 
prowess is hardly surprising. More recently, however, in the 
course of a long-term study of physique and university 
performance, it has become apparent that qualities of tem- 
perament may be closely enough associated with physique to 
influence academic performance (Parnell, 1952). These find- 
ings it is hoped to report in full when the men who were 
measured have all completed their final examinations. Their 
choice of faculty, however, is known, and the association 
between this and certain physical characteristics can be 
described now. 

Choice of faculty is partly a matter of temperament, and 
since temperament has been shown by Sheldon and Stevens 
(1942) to correlate fairly closely with physique it was thought 
worth while to plot the somatotype distribution of university 
students according to the faculty of their choice. It so 
happened that Sheldonian somatotype ratings were available 
for some 400 Oxford men undergraduates, and that various 
anthropometric measurements enabling a reasonably accurate 
estimate of somatotype to be made were taken during routine 
health examination of students entering Birmingham Uni- 
versity in October, 1952. Because of the great variety of 
reasons governing choice of faculty it is perhaps surprising 
that any correlation with physical features should be found 
at all ; but the results are interesting. They are given in the 
series of figures illustrating somatotype distribution in the 
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Schematic two-dimensional projections of the theoretical spacial relationships among the known somatotypes. 
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various faculties.* In Figs. 1 and 2 the distribution of Oxford 
medical students may be compared with the general distribu- 
tion at two men’s colleges, and in Figs. 3 to 6 students of 
dentistry and mechanical engineering at Birmingham are 
contrasted with those reading chemistry and physics. It will 
be seen that Oxford medical students and Birmingham 
students reading dentistry and mechanical engineering have 
one thing in common, they are largely mesomorphic. This 
is in sharp contrast to the physicists and chemists, who are 
largely ectomorphic. 

These differences in preponderance according to faculty 
are summarized in the accompanying Table, in which further 
data may be found concerning undergraduates in the faculties 
of English, history, chemistry, chemical engineering, physics, 
and mathematics. In the left-hand part of the table the 


Percentage Distribution by Faculties of Somatotypes: A, Accord- 
ing to Primary Dominance; and B, According to Meso- 
morphic Rating. 




















A B 
Endo- Meso- Ecto- Meso- Meso- 
Faculty No! morphs | morphs | morphs | morphic*| _penic 
No. %1|No. %| No. %4No &% | No. % 
Oxford 
University : 
Medicine .. | 29 | 5 17:2] 17 586] 7 24:2 | 23 79-3] 6 20-7 
History -- } 48] 9 18-8 | 14 29-2 | 25 52:0] 17 35:4] 31 64-6 
English -. | 29 | S$ 17-2 | 10 345] 14 48-3 | 12 41-4] 17 58-6 
Chemistry .. | 21 3 143 4 19-0 | 14 66-6 7 33-3] 14 66:6 
hysics Oo} § 17-2 | 10 34-5 | 14 48-3 | 17 58-7] 12 41-3 
Birmingham 
University: 
Medicine .. | 70 | 10 14-3 | 33 47-2 | 27 38-5 | 42 60-0 | 28 40-0 
Dentistry .. | 29] 5 17:2] 17 586] 7 24:2 | 23 79-3 | 6 20-7 
Mech. eng. .. | 26 4 15-4] 13 50-0 9 34-6 | 20 76:8 6 23-2 
Chem. eng... | 36} 4 11-1 | 15 41-7 | 17 47-2 | 16 44-4 | 20 55-6 
Chemistry Je 2 $ 12:2 | 10 24-4 | 26 63-4] 15 36-6 | 26 63-4 
Physics -- |36] § 13-9] 11 30-6 | 20 55-5] 15 41:7 | 21 58-3 
Both Universities: 
Medicine .. | 99] 15 15-2 | 50 50-5 | 34 34-3 | 65 65-6 | 34 34-4 
Chemistry .. | 62] 8 12:9} 14 22-6 | 40 64-5 | 22 35-5 | 40 64-5 
Physics  .. | 65 | 10 15-4 | 21 32-3 | 34 52-3 | 32 49-2 | 33 50-3 
Mathematics 39 | S 12-8 | 13 33-3 | 21 53:9 | ¥7 43-6 | 22 564 























* Mesomorphic where mesomorphy was rated four or more, mesopenic 
where rated less than four, on the seven-point scale. 


physical categories are those of primary component domin- 
ance, in the right-hand part physiques are divided into thoce 
with mesomorphic ratings of four or more on the seven- 
point scale, and those which may be described as mesopenic 
with ratings of less than four. This form of classification 
may bring to mind Tanner’s (1952) finding that Oxford 
students are somewhat more ectomorphic and considerably 
less mesomorphic than American students. 

Taking both universities together, it may be seen that half 
the medical students were primary mesomorphs and roughly 





*The somatotype is expressed as three numerals, each a rating 
on a seven-point scale (seven being maximal and one minimal) of 
three so-called primary components of physique—end4morphy, 
mesomorphy, and ectomorphy. Endomorphy, in brief, represents 
roundness of physique and the capacity to become fat; meso- 
morphy describes the development of bone, muscle, and other 
tissues of mesodermal origin; while the rating on the third com- 
ponent, ectomorphy, indicates the degree of linearity of physiquc. 

he third component correlates positively and closely with the 
ponderal index height divided by the cube root of weight; it 
attains primary dominance in young adults when the ponderal 
index exceeds 13.5 (height in inches, weight in pounds). With 
ponderal indices less than 13.5, weight may be present mainly in 
the form of fat when endomorphy is primarily dominant, or 
mainly in the form of bone and muscle in the case of meso- 
morphs. The component rated second highest is said to be 
secondarily dominant. Thus, apart from shared primary and 
shared secondary dominance, the six main groups of physique are 
endomorphs, both mesomorphic and ectomorphic; mesomorphs, 
both endomorphic and ectomorphic ; and ectomorphs, both endo- 
morphic and mesomorphic. Sometimes it is more convenient to 
group physiques according to the weakest component, and this is 
indicated most concisely by speaking of endopenes, mesopenes, or 
ectopenes respectively. Alternatively the degree of endopenia, 
mesopenia, or ectopenia may be indicated by a statement of 
ratings included. For full details reference should be made to 
Varieties of Human Physique (Sheldon et al., 1940). 


two-thirds of them had a mesomorphic rating of four or 
more. This feature no doubt underlies hospital Rugby foot- 
ball tradition. More than threequarters of Oxford medical 
students and Birmingham dental students and mechanical 
engineers were rated high in mesomorphy. In contrast to 
this over half the chemists, mathematicians, and physicists 
were ectomorphs, in each case more than half being rated 
mesopenic. In view of this striking contrast between chemists 
(35.5% mesomorphic) and engineers (76.8% mesomorphic) 
it is entertaining to find that the distribution of chemical 
engineers lies half-way between that of chemists and that 
of engineers. Oxford English students and historians belong 
to the only other faculties tabled but so far unmentioned. 
In each case about half were ectomorphic and a slight 
majority mesopenic. 


Task of Education 


That completes the physical data to be presented here. 
But perhaps it is worth touching for a moment on the 
possible bearing this has on education generally. Perennial 
arguments more often than not are founded on tempera- 
mental differences. Where choice of faculty is concerned 
these differences have now been shown reflected in physique, 
and it is in this way probable that battles between science 
and humanism are perennially provoked. It is, for example, 
exactly along these lines that the whole success of university 
education in meeting present-day needs has lately been 
questioned. 

In the House of Lords Lord Pakenham (1952) said: “* The 
Government should consider how to broaden the outlook of 
scientists and humanists. We have met the challenge of the 
scientific age in the wrong way. We have produced two 
nations—one of scientists, the other of non-scientists.” The 
difficulty should, he thought, be tackled in the schools, and 
he sought to prolong all-round education during the first year 
at the university. Earl Wavell (1952) offered instead a mixed 
honours degree course as a solution to the problem. He 
said he was not concerned about the scientists who got a 
first-class honours degree. The solution would be to persuade 
two-thirds of those who obtained a second-class degree to 
read science, and he thought the time had come for the 
universities to do some strenuous thinking, and perhaps adapt 
their constitution to meet the new needs. Both speakers 
recognized special aptitudes, but both wanted all-round 
ability and interest as well. 

It is therefore in order to ask two questions, in answer to 
which the somatotype distributions are not entirely reassuring. 
First, “Is there an adequate supply of central somatotypes 
with all-round interests and sufficient ability to satisfy 
demand?” If the central somatotypes cannot be “ pro- 
duced,” then others must be persuaded to emulate them, and 
the universities should separately expose scientists to the 
genial humanizing enzymes of society, while adding scientific 
experiment and perhaps unpalatable precision to the diet 
of liberal arts men. This brings up the second question : 
“ How effective is education likely to be in giving powers 
of leadership and managerial ability to mesopenic eciomorphs 
in whom these qualities are least often found, except possi- 
bly in academic surroundings; can education succeed in 
humanizing sociophobic ectomorphs who most often find 
easy personal relationships difficult ; last, can teaching incul- 
cate a scientific outlook in mesomorphs who, though capable 
as managers, are temperamentally less inclined to academic 
science ?” 

This is the task, and in both cases the genetic straw from 
which these particular bricks are to be fashioned will, like 
other raw material, greatly affect the final product. Should 
everyone try to climb uphill towards the central peak of 
university or universal education, or should impetus be added 
to inclination, should technical specialists be trained in their 
Own institutes, and managerial students in theirs, with less 
confusion of purpose? Whichever line is taken it should 
be advantageous to recognize the nature of individuals who 
pass through the mills of syllabuses. At the present time 


it seems probable that too high a proportion of mesopenes - 
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are chosen by the current machinery of selection to meet the 
national need for leadership in industry; after obtaining a 
university degree they not unnaturally prefer a niche with 
academic freedom to the more strenuous daily demands of 
industrial life. 


Somatotype estimates of Oxford undergraduates were made 
while I was physician in charge of a pilot student health service 
at the Institute of Social Medicine, Oxford. Mcasurements on 
Birmingham students were made by kind permission of the scnior 
university medical officer, Dr. R. H. Bolton, and I am indebted 
to his staff and to the following students who assisted me during 
the week of routine examinations: E. Anthony, J. A. Binnie, 
G. T. Brown, R. H. Cawley, H. R. Dobson, M. A. Harper, J. L. 
Pearce, M. G. Saunders, D. W. Theakston, G. B. White, G. T. 
Whitfield, and J. W. Woolley. My thanks are due also to Mrs. 
C. C. Standley and Mrs. S. McIntosh for their help in analysing 
the measurements. 
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Medical Memorandum 








Ileo-ileal Intussusception Due to Meckel’s Diverticulum 
and Complicated by Volvulus 


Any increase in the bulk of a segment of intestine may 
cause it to become twisted on its mesentery. Among the 
causes of this increase in bulk which have been reported 
as causing a volvulus are the ingestion of large volumes 
of cereal food (Kerr and Kirkaldy-Willis, 1946), the presence 
in the bowel of a mass of worms or some other foreign 
body, and a tumour of the bowel or its covering (Allen and 
Welch, 1947). 

In the case reported below the increase in bulk was due 
to an ileo-ileal intussusception, the head of which had 
entered the ascending colon. The intussusception itself was 
caused by the invagination of a Meckel’s diverticulum con- 
taining a polyp of gastric mucosa. Clark (1944) reported a 
similar case. 


Case REPORT 


A schoolboy aged 9 was admitted to hospital complain- 
ing of abdominal pain which had started 15 hours earlier. 
The pain was situated to the right of the umbilicus and 
was of a dull and persistent nature; it had been mild at 
first, but had steadily grown more severe. He had eaten a 
meal after it started but with no enjoyment, and had been 
sick twice, bringing up small quantities only. The vomit 
contained the pulp of an orange which he had eaten 24 
hours previously. The bowels had been open normally in 
the morning, and there was no disturbance of micturition. 
This was the first attack of its kind that he had suffered. 
There was nothing relevant in the past history. 

On examination the boy was strikingly pale ; his tempera- 
ture was 97.4° F. (36.3°C.), pulse 90, and respirations 20. 
The tongue was moist but covered with a whitc fur ; there 
was no fetor oris. He appeared to be most comfortable 
lying on his left side. The abdomen was not unduly fat, 
and a lump was visible to the right of the umbilicus. There 
was no. visible peristalsis, respiratory movement of the 
abdominal wall was free, and acute tenderness and guard- 
ing were present over the lump, but not elsewhere. The 
mass, which was about 2 in. (5 cm.) in diameter, had a 
smooth surface and appeared to be bilobed; it was freely 


mobile and slightly more resonant to percussion than its 
surroundings. No signs of free fluid were present in the 
peritoneal cavity, and bowel sounds, though reduced in 
quantity, were normal in character. There were faeces in 
the rectum, and blood was not found on the examining 
finger. No abnormality was found in the respiratory or 
cardiovascular system. Plain x-ray films of the abdomen 
in the erect and supine positions showed no significant 
abnormality. 

The provisional diagnosis was not certain. The presence 
of a position of relicf (Evans and Bigger, 1947) suggested 
intestinal volvulus, but intussusception was thought to be a 
possibility. 

Opcration.—The abdomen was opened through a right 
paramedian incision, and two purple, distended loops of 
intestine—one the caecum, the other a coil of ileum—pre- 
sented themselves in the wound. The caecum and ascend- 
ing colon were attached to the posterior abdominal wall by 
a mesentery 2 in. (5 cm.) long and, with the terminal ileum, 
were rotated on this mesentery through 360 degrees in a 
clockwise direction. This volvulus was reduced without 
difficulty and the bowel immediately resumed its normal 
colour. It was then found that an ileo-ileal intussuscep- 
tion was also present, the junction of the intussuscipiens and 
intussusceptum being about 6 in. (15 cm.) from the ileo- 
caecal valve, while the head of the intussusceptum was 
palpable in the ascending colon 14 in. (3.8 cm.) above the 
base of the appendix. This intussusception was reduced 
with some difficulty, and it was found that there was a 
Meckel’s diverticulum at the head of the inner layer. The 
invaginated intestine was deep purple in colour, and it 
became apparent that the proximal 3 in. (7.6 cm.) was not 
going to recover viability. The whole affected length was 
therefore resected and a side-to-side anastomosis made about 
6 in. (15 cm.) from the ileo-caecal junction. The abdomen 
was closed without drainage. 

Intestinal suction with intravenous fluid and electrolyte 
replaccment was kept up for three days, at the end of which 
time peristaltic sounds became audible in the abdomen and 
an enema produced a good result. 

The patient went home on the eighth day after operation. 
When seen one month later he was in good health, with the 
wound soundly healed. 

The operation specimen was a length of ileum 12 in. 
(30.5 cm.) long. Apart from 4 in. (1.25 cm.) at each end, 
it was deeply congested with blood. At 4 in. (1.25 cm.) 
from the proximal end, on the antimesenteric border, was 
a diverticulum about 1 in. (2.5 cm.) deep and $ in. (1.25 cm.) 
in diameter at the base. Arising from the interior of the 
tapering apex was a soft pedunculated polyp 4 in. (1.25 cm.) 
long and + in. (0.6 cm.) in diameter. The microscopical 
report by Dr. John Dean stated: “ Sections of small intestine 
show extensive haemorrhage into all coats. The polyp of 
the Meckel’s diverticulum is covered by mucosa of gastric 
type with.conspicuous oxyntic cells.” 


COMMENT 


According to Harkins (1933) the mortality from intus- 
susception due to Meckel’s diverticulum is half as high 
again as that from the idiopathic variety. He attributes 
this to slowness in diagnosing the condition. The effect 
of the superimposed volvulus in the present case was to 
make the symptoms severe and the signs obvious, so that 
the need for operation was at once apparent. 

R. E. B. Tacart, M.Ch., F.R.CS., 


Senior Surgical Registrar. 
Addenbrooke's Hospital, Cambridge. 
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MODERN UROLOGY 


Modern Trends in Urology. Edited by E. W. Riches, M.C., 
M.S., F.R.C.S. With Geowerd by Lord Webb-Johnson, 
K.C.V.O., C.B.E., D.S.O., T.D., ie Ends Fane 
(Pp. 476; 215 figures. 75s.) London: Butterworth -and 
Co. 1953. 

This book, edited by a distinguished urologist, is a most 
important work on this branch of surgery. The editor has 
made no attempt to produce a complete textbook of the 
specialty, but such have been the advances in the last few 
years in so many of the diseases constantly met with in 
urology that a book giving a full account of all of them 
must be almost a complete work on the subject. The discus- 
sion is not confined to those diseases which give rise to 
most problems and differences of opinion on their aetiology, 
pathology, and treatment, but the writers also fully describe 
those methods of investigation and treatment, including 
operative, which have been accepted in recent years as of 
especial value. The inclusion of the most recent work and 
the speed with which this book has been produced and 
published have overcome the main disadvantage of so many 
publications on recent advances in treatment—that much is 
out of date before the book appears. And, by no means 
the least important of its qualities, the book gives an account 
of the lines along which research is being directed and the 
trend this specialty is taking in its development. 

The editor has shown great wisdom in the choice of 
contributors, several of whom are from overseas; each is 
an acknowledged authority on the subject he has written 
about. The large number of excellent illustrations and 
photographs makes the descriptions of techniques and opera- 
tive procedures easy to follow. This book will be found of 
the greatest interest to all urologists as well as to general 
surgeons who wish to keep abreast of advances in this 
specialty. . 

J. E. SEMPLE. 


MUCOSIS 


Fibrocystic Disease of the Pancreas: A Congenital Disorder 

of Mucus Production—Mucosis. Edited by Martin Bodian, 

M.D. (Pp. 244; 133 illustrations. £3 3s.) London: William 

Heinemann Medical Books, Ltd. 1952. 

This monograph by a team at the Hospital for Sick Children, 
London, represents 10 years’ study of a disease that has 
aroused much interest in recent years. It is based on a 
series of 116 cases, of which 68 were fatal and 62 came to 
necropsy. Few pathologists can have had so large an experi- 
ence of fibrocystic disease of the pancreas, and the authors 
have performed a useful service in presenting the fruits of 
this experience and in bringing together in convenient form 
all the more important facts and theories that must 
otherwise be sought among a large literature in the 
journals. 

On the vexed question of pathogenesis, they present evi- 
dence in support of their conception of “ mucosis” as the 
fundamental disorder, to which all the other lesions and 
manifestations are secondary.’ This is an inborn abnormal- 
ity of mucus-secretion, in which all mucous glands may 
participate. The greater prevalence of mucous glands in the 
alimentary and respiratory systems accounts for the pre- 
dominance of clinical manifestations referable to those sys- 
tems. The pancreas is only one of many organs affected ; 
the fibrosis, atrophy, dilatation of ducts, and loss of exocrine 
secretion are results of obstruction of small ducts by abnor- 
mally viscid mucus. The greater severity of the patho- 
logical changes in the pancreas than in other organs may 
be explained by release of intracellular enzymes from 
damaged acinar cells. The authors have found evidence of 
mucosis already present at birth in many mucus-secreting 
organs, and they believe that respiratory infection, which 
is so constant a feature of this disease, is dependent on 


this abnormality of mucus-secretion and not on malnutrition 
due to pancreatic insufficiency. The importance of respira- 
tory infection as a cause of malnutrition and death is 
emphasized, and an improved prognosis is expected from 
the use of the newer antibiotics, though not cure of the 
fundamental disorder. The study of familial incidence has 
produced strong evidence that the disease is genetically 
determined and transmitted by a recessive gene. 

The book is beautifully produced and profusely illustrated 
from the authors’ own cases. It is a valuable contribution 
to the literature of the subject. 

A. R. MACGREGOR. 


CLINICAL PSYCHIATRY 


Clinical Psychiatry for Practitioners and Students. By Ian 
Skottowe, M.D., R.C.P., M. “The Practitioner” 
a (Pp. 395. 36s.) London: Eyre and Spottiswoode. 


The sea of psychiatric literature is a stormy one, blown by 
contrary winds and moved by unfamiliar currents. So at 
least it seems to the medical man who would embark on it, 
and the many charts available do not always inspire con- 
fidence. For, like the charts of Columbus’s day, they are 
apt to make up in conjecture what they lack in observation. 
There is always need for an up-to-date guide to the subject, 
written in familiar language and interpreting current trends 
with clarity and without bias. Dr. Skottowe’s objective is to 
provide just such a guide for the physician, and there is no 
doubt that his common sense and facility for putting first 
things first will have a strong appeal. This is no mere com- 
pilation but a well-integrated account of the commoner psy- 
chiatric disorders and their treatment. The author, sitting 
on the sidelines of psychiatric controversy, has been able to 
take a broad view of the game, and his descriptions at times 
are reminiscent of Osler. 

The book will be of particular use to newcomers to psy- 
chiatry whose first appointment is in a mental hospital, where 
opportunities for seeing the earliest manifestations of psy- 
chiatric disorder and cases belonging to the more specialized 
branches are limited. The method of presentation, founded 
on the writer’s personal cases, contains much that is original, 
but there is little that does not seem natural or logical. The 
attitude to physical methods of treatment and their limita- 
tions is realistic, and the aims of psychotherapy are seen 
as an extension of the attitude of the physician to his patient. 
rather than as a mystery beyond his capacity to know. 
There is a pleasing absence of prolegomena, and Dr. 
Skottowe goes straight to the heart of his subject. None 
the less his discussion, for instance of the view that psychosis 
is in the main of the same stuff as psychoneurosis, gives 
an opportunity to convey his attitude far better than an 
abstract approach would have done. This is an excellent 
introduction to psychiatry as it is actually practised and will 
be of use to student and postgraduate alike. 


ALEXANDER KENNEDY. 


VIRUS MULTIPLICATION 


The Nature of Virus Multiplication. Second Symposium of 
the Society for General Microbiology held at Oxford Uni- 
versity, April 1952. Edited by Sir Paul Fildes and W. E. 
Van Heyningen. (Pp. 320; 33 electron micrographs. £1 15s.) 
Cambridge: The University Press. 1953. 
The concept of viruses as micro-organisms led logically to 
the belief that they multiplied by binary fission, and this 
belief persisted until quite recently, when apparently con- 
trary evidence has led to its being abandoned. It is true 
that the agents belonging to the psittacosis-lymphogranu- 
loma group, which from their size and the readiness with 
which they stain lend themselves to study by means of the 
ordinary microscope, appear to multiply by the simple 
process of division. But by almost common consent they 
have been removed from the Virales and placed with the 
Rickettsiales, where their orthodox reproductive behaviour 
can no longer disturb the harmony in the virus group. For 
there are other views to-day on how viruses multiply, and 
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they are described and discussed in this book. These new 
concepts have been derived very largely from investigations 
made with the bacteriophages—or bacterial viruses as they 
are often called—which have been chosen for this purpose 
because of the ease with which they and their hosts, the 
bacteria, can be handled in the laboratory. It is hardly 
surprising, therefore, that a consideration of bacteriophage 
reproduction should have occupied such an important posi- 
tion in this symposium. S. E. Luria, André Lwoff, Raymond 
Latarget, J. K. S. Boyd, Sir Paul Fildes, and his colleagues 
D. Kay and W. J. Joklik, all eminent in this particular field 
of research, contributed papers which now appear in this 
volume. 

There seems to be general agreement that in the early 
stages of bacteriophage multiplication there is a replication of 
non-infective sub-units which are subsequently reassembled 
to form the complete fully virulent phage. And inves- 
tigations made with influenza virus have led to very similar 
conclusions. L. Hoyle, who has been responsible in this 
country for much of the work on the reproductive behaviour 
of this virus, describes and discusses the evidence. A finding 
which has been common to these investigations, whether 
made with the bacteriophages or the influenza viruses, has 
been the disappearance of infective virus during the early 
stage of the reproductive cycle. Shortly after entering the 
cell, and for a period of time which has varied with the virus 
under study, it has been impossible to recover infective virus 
from the cells. It is during this latent or eclipse phase that 
the virus is thought to be multiplying in the form of non- 
infective sub-units or provirus, and it is on the existence of 
this incomplete form of the virus that the belief in a complex 
growth cycle largely rests. In a most interesting article 
Forrest Fulton discusses critically the evidence for a com- 
plex growth cycle, and concludes that the hypothesis is far 
from being established. He is of the opinion that it may 
well be shown eventually that viruses and bacteria multiply 
by essentially the same procedure. 

Many other aspects of this most interesting subject are 
considered in this volume. Among these are the funda- 
mental ones of protein synthesis and of nucleic acids in 
virus multiplication, the metabolic aspects of this problem, 
and the multiplication of insect viruses. This book will be 
of interest and value not only to virus workers but to the 
greater circle of microbiologists as well. 

S. P. BEDSON. 


GUIDE TO PARASITOLOGY 


A Guide to Human rag o for Medical Practitioners. 
B B. Blacklock, C.M.G., M.D.(Edin.), D.P.H.London), 
.M.(Lpool.), and T. Sechestl D.Sc., in A.R.C.Sc., 
ZS., F.R.S.Ed. 5th edition, revised "py T . H. Davey, 
.E., M.D.(Belf.), D.T.M.(Lpool.). (Pp. 228; 3 coloured 

plates and 120 illustrations in the text. £1 5s.) London: 

H. K. Lewis. 1953. 

This well-known textbook has been revised by Professor 
T. H. Davey to bring it into line with modern knowledge. 
It remains, however, a guide to clinicians and those taking 
courses in tropical medicine or public health. Professor 
Davey has added a note on prevention to the account of 
each parasite, and has included or expanded notes on several 
parasites without altering in any sense the essential character 
of the original text. 

With its many practical expositions and forthright advice 
it is of undoubted value to the general practitioner, who 
will require to be told what to do rather than find nice 
opinions on the best means of doing it. In this the initial 
chapters on parasitological technique excel. The instructions 
are precisely set forth in the manner most easily understood 
and accomplished by the tiro. 

The omission of flagellate-culture methods seems a mis- 
take, for the text mentions them as a diagnostic method 
for Leishmania. It is also hard to understand the prefer- 
ence for the more difficult of the Romanowski stains over 
the almost foolproof Giemsa stain. The morphology and 
life histories of the parasites are set out clearly and with a 
commendable economy, and their chief distinguishing fea- 


tures are enumerated in that most useful of guides, the 
diagnostic table. Parasitology is taken to include the spiro- 
chaetes, the protozoa, and the helminths. One surprising 
‘ omission is made. While a short note is accorded to Sarco- 
cystis, no mention is made of Toxoplasma. If the latter 
has been relegated to the mycologists, surely the position 
of the former must be in grave doubt. 

A parasitologist might rashly desire to expand certain 
descriptions, but when the purpose of the work is recalled 
it is left only to congratulate Professor Davey on retaining 
the essential morphological simplicity of the original text 
in the face of the multiplication of our knowledge of the 
biology and physiology of these parasites. 

R. S. Bray. 


THE SPINAL CORD 


The Spinal Cord. A Ciba Foundation Symposium. Con- 
sulting Editors: J. L. Malcolm, M.B., Ch.B., B.Med.Sc., and 
J. A. Gray, M.A., M.B., B.Chir. Editor for the Ciba 
Foundation, G. E. W. Wolstenholme, O.B.E., M.A., M.B., 
B.Ch., assisted by Jessie S. Freeman, M.B., "MS., D.P.H. 
(Pp. 300. 112 illustrations. 30s.) London: J. and A. 
Churchill. 1953. 
The Ciba Foundation during the past four years has arranged 
a number of symposia to which distinguished workers from 
Britain and abroad have been invited, and has published 
the papers and subsequent informal discussions with a mini- 
mum of editing. The occasion for such a meeting to discuss 
present-day problems in the physiology of the spinal cord 
was the presence in England of Professor J. C. Eccles, and 
this book contains the proceedings of the meeting, which 
was attended by about 50 research workers. The 20 papers 
are on various controversial topics in the neurophysiology 
of the spinal cord and nerve roots; they include two on 
the action of anticholinesterases, and one with a direct 
clinical bearing on nerve conduction in poliomyelitis. The 
discussions seem to have been lively and provocative. This 
volume should be of value to those doing experimental 
research in neurophysiology, but it is difficult reading for 
the clinician. 
J. W. ALDREN TURNER. 


REPORT ON STRESS 


Second Annual Report on Stress Hans Selye, M.D., 

Ph.D.(Prague), D.Sc.(McGill), F. R. s.(Canade), and Alexan- 

der Horava, M.D.(Lausanne). (Pp. 526. $10.) Montreal, 

Canada: Acta, Inc. 1953. 

This volume is the second of a series of annual supplements 
to the book Stress (The Physiology and Pathology of Expo- 
sure to Stress) by Professor Selye. An additional author, 
Dr. Alexander Horava, is now responsible for this annual 
publication. The same general form as in the first Annual 
Report is preserved. The first section of the book is on 
the stress concept as seen at the moment; it includes the 
principal objections to the concept, definitions and termino- 
logy, and data on “ stressor agents and adaptive hormones.” 
The second part is on the special physiology and pathology 
of stress and is arranged according to the various systems 
and functions of the body. 

This volume is notably different from its predecessor and 
has become to a large extent a classified index of literature 
pertinent to the subject of stress. Pp. 40-300 consist largely 
of such classified data, description having been reduced to 
a few introductory paragraphs and comments through the 
various sections. The book gives an up-to-date account of 
Selye’s views on the general adaptation syndrome and the 
so-called diseases of adaptation. It also makes available 
the benefits of the extensive library in the Montreal Institute. 
Some 5,000 papers, published mainly in the course of the 
last two years, have been covered in this way. It may be 
recommended as a reference source to the extensive litera- 
ture that has grown up around the subject of stress and 
pituitary-adrenal reactions. Though expensive it is very 
well produced, and should be available at least in the 
libraries of all medical institutes. 

G. W. Harris. 
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FIRST WORLD CONFERENCE ON 
MEDICAL EDUCATION 


By the time this issue of the Journal is published the 
First World Conference on Medical Education will 
have all but come to an end. Those responsible for 
planning and organizing it will be all too uncomfort- 
ably aware of the mistakes and the shortcomings, of 
the occasional creaking in the machinery, of the rough 
edges in the programme. A series of accidents in the 
early phases of the work of the Conference last year 
worked to the disadvantage of those upon whom the 
responsibility ultimately fell. But under the guidance 
of Sir Lionel Whitby, who took charge of the situa- 
tion just a year ago, most of the difficulties were over- 
come, except that the time lost in preparation was 
something that could not be recaptured. A confer- 
ence such as this had no precedent to guide it, no set 
of “ recent advances ” round which to crystallize dis- 
cussion. Of course the pattern of medical education 
—a pattern worked on throughout the centuries 
—was bound to determine the shape of the Con- 
ference. 

What was said during the past week will be re- 
corded and summarized in the Proceedings to be pub- 
lished by the Oxford University Press, and reported 
more briefly in this Journal and in many others. 
The Proceedings will, we believe, be an important 
addition to the documentation on medical education. 
Many excellent reports on this question—such as 
those of the Goodenough Committee, of the Royal 
College of Physicians, of the British Medical Associa- 
tion—may turn out to be more of a piece, more defin- 
ite in direction, less disturbed by divergencies of view. 
They represent the majority opinion of a group of 
experts and witnesses. They are neat and tidy. But 
the Proceedings of this week’s Conference will lack 
this neatness and tidiness, will not erect what appear 
to be irremovable signposts, will refreshingly fail to 
seem to utter the last word on a subject perennially 
fresh and challenging. This week’s Conference was 
a public debate on medical education at which indi- 
viduals said what they thought about this or that. 
Ideas have been thick in the air, and some of them 
will settle in suitable soil. Ideas have a great force: 


they effect a change in men’s thinking, and at no time 
more than at the present was such a change needed 
in medical education. 

Those who look for the short cut to higher educa- 
tion in the outcome of this week’s work will be disap- 
pointed. But the stimulus to thought, and so ulti- 
mately to action, is there. What Sir Richard 
Livingstone, in his address on Monday, called “ the 
philosophy of the first-rate” must permeate medical 
education and influence the choice of men and 
women who teach the young and fill the positions in 
medicine which fashion the future. In an age when 
a spurious egalitarianism is preached, when the 
collective mind is thought by some to have virtues 
superior to those of the individual mind, Sir 
Richard’s philosophy comes as a necessary challenge. 
In an age of safety first—the welfare-state age—the 
mediocre is elevated, and the second-rate and the 
third-rate seep upwards to dilute what is first-rate, 
and debase the coinage of thought and intelligent 
intercourse. As Sir Richard Livingstone puts it: 
“People learn what is first-rate by contact with it.” 
That is what is needed above all in medical education 
—and any kind of education. The character of a 
headmaster will affect generations of young men. As 
Emerson put it, “An institution is the lengthened 
shadow of one man.” The student learns something 
incalculable when he comes into contact with the first- 
rate ; and the first-rate is uncommon and appears in 
unexpected places. This is something that no one 
can provide deliberately, produce to order. But if 
the idea is there, if the ideal is kept bright, then more 
and more people—teachers and students—will be 
discontented with the second-rate. 

What is a first-rate quality in the practising doctor 
is not necessarily a similar quality in a research 
worker, in a lawyer, or in an archbishop. But 
archbishops are rare and doctors are common. 
Yet the qualities Sir Lionel Whitby spoke of in his 
presidential address as desirable in the student and 
so in the doctor are not common; but they are 
qualities, he observes, that must be looked for in 
the selection of students—a subject thoroughly dis- 
cussed this week. Sir Lionel opposes any narrow 
view of the objective of undergraduate medical edu- 
cation ; and surely he is right if we as a profession 
adhere—as we try to adhere—to Sir Richard Living- 
stone’s “philosophy of the first-rate,” and are 
guided by this in the choice of students. The aim 
of the teacher is admirably summed up thus by 
Sir Lionel: 

“ The undergraduate teacher should aim at producing 


an educated person grounded in principle and method, 
able to see what the whole of medicine stands for and 
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means, trained to observe with his hands and his senses, 
encouraged to think logically and critically, instructed 
in the use of the instruments of measurement, and 
equipped with a basic knowledge upon which he 
will continue to build for the rest of his professional 
life.” 


To do all this the teacher of undergraduates must 
himself be an educated person, and it would be un- 
wise to assume that this is always the case. Teacher 
and taught will find a basic language of communica- 
tion only if they have drunk deep of the Pierian 
spring, if their ears are attuned to the overtones of 
the civilized mind. And it was significant that many 
speakers in the plenary session on Monday and in 
the discussion on “ General Education in an Age of 
Science ” on Tuesday underlined Sir Richard Living- 
stone’s dictum that “an education which ignores the 
humanities is disastrously incomplete.” Once quali- 
fied the practising doctor cannot hope—and does not 
want—to live a life of lettered ease ; but what ease 
he may find can be enriched if as a boy at school he 
has been given a glimpse of the treasuries of human 
thought and emotion. Only if his mind is so rounded 
off will he be to his patient something more than an 
applied scientist. One sees in all this a check and 
balance to the laboratory, a reaction against intense 
specialization, a swing back to the more simple 
observational art of the clinician. To strike a balance 
between the old and the new, between the art and the 
science, to achieve the Greek mean of “ nothing too 
much,” to use wisely the probing weapons of modern 
science and technology in seeking out the causes of 
disorders of the body and mind calls for a combina- 
tion of scientific scepticism and human compassion 
occasionally brought to perfection in a character such 
as William Osler’s. And the guide to this is Sir 
Richard Livingstone’s “ philosophy of the first-rate.” 

It may be that the study of the classics is on the 
wane, and the schoolboy and schoolgirl are no longer 
so drilled in the grammar of Latin and Greek as 
their parents, or at least as their grandparents were. 
And if the stripling no longer learns to decline the 
Latin for “table” and the Greek for “ youth,” he is 
being taught that history is something more than dates 
and the deaths of kings and queens. The historian 
a thousand years hence may see civilization to-day 
as a phase of the Socratic era, and the specialist then 
in medical history may, in exploring the archives of 
our minute of historical time, note that in the First 
World Conference on Medical Education Professor 
John Fulton and Colonel S. M. K. Mallick expressly 
devoted their attention to the impact of the past upon 
the present, to the continuity of our uneven medical 


story. 


A SIGHT OF GENERAL PRACTICE 


In most teaching’ centres in Britain it is only very 
recently that the undergraduate curriculum has been 
designed to include some preparation specifically for 
general practice. Some still offer the student nothing, 
though one pioneer—namely, Edinburgh—has for 
many years given practical instruction in the con- 
ditions likely to be met with beyond the hospital gates. 
Most teaching hospitals provide at least lectures and 
sometimes even the opportunity to live in a general 
practitioner’s family for a week or so, and an 
inquiry carried out recently by Mr. R. W. Heslop for 
the British Medical Students Association shows that 
those medical schools not yet giving instruction in 
general practice have a slightly hang-dog air and 
promise schemes soon or when they have studied the 
problem further. There is little doubt that some 
such instruction is to the student’s benefit; at any 
rate the B.M.S.A. finds that students themselves 
welcome it. 

When the G.M.C. forbade the employment of un- 
qualified assistants in 1891 it brought to an end the 
apprenticeship as one method of gaining the requisite 
knowledge for qualification. Perhaps that was no 
great loss, for Dr. Alfred Cox, who himself entered 
general practice that way, has recorded’ that many 
of those dispenser-assistants were grossly exploited 
and few of them ever qualified. With the passing of 
apprenticeship and the coming of recondite specializa- 
tion in so many branches of medicine, however, many 
young doctors have felt much anxiety on first entering 
general practice—not only because they know little of 
the organization of general practice, for that is to be 
expected, but because they know so little even of 
the maladies their patients bring to them daily. 
Too often the disorders receive scant mention in 
the textbooks, examination papers, or hospital wards, 
and they should be among the principal subjects of 
such teaching as is given. Introducing the results of 
its survey, the B.M.S.A. states its belief “ that 
it is desirable for a medical student to see how 
a general practitioner lives and works.” No doubt 
it is, but the emphasis needs slightly changing lest 
students waste valuable teaching time in treating their 
visit to the general practitioner much as they might a 
visit to the Zoo. In the avoidance of this danger the 
important work of Edinburgh? is an example that other 
medical schools could study with profit. Arrange- 





1 British Medical Journal, 1950, 1, 77. 

2 Scott, R., Lancet, 1950, 2, 695. 

8 British Medical Journal, 1953, 1, 36. 

4Ibid., 1952, 2, 490. 

5 The Training of a Doctor. Report of the Medical Curriculum Committee 
of the B.M.A. London. 1948. 
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ments that had existed for over 100 years for teaching 
in dispensaries were replaced in 1948, as a conse- 
quence of the Health Service starting, by a teaching 
‘general practice. The emphasis here is on teaching. 
The student learns much about the ailments often to be 
met with in general practice, what patients first com- 
plain of, and what they have to contend with if they 
remain at home instead of going into hospital, and 
they also learn about the special agencies, such as 
those run by the local authority, for helping the sick, 
the pregnant, the destitute, and so on. The Americans 
seem to have gone beyond even such a considerable 
scheme as this with their home care programme at 
Richmond, Virginia, and their home medical service 
at Boston, described respectively by Professor Kinloch 
Nelson and Dr. James M. Faulkner at the First World 
Conference on Medical Education this week. Both 
schemes operate in large indigent populations without 
family doctors, and the main feature of both is that 
the medical students go out to the homes in response 
to calls received at a centre. They remain in touch 
with their hospital readily enough in case of emer- 
gency—in one scheme by wireless—and are well 
supervised at a distance. These arrangements are 
thus very similar to those by which students in Britain 
ofien learn their midwifery, though the lack of large 
doctorless populations here precludes our developing 
anything quite like them. 

The College of General Practitioners has rightly 
said® that “an insight into the nature of general prac- 
tice, and some first-hand experience of it, form an 
essential part of the basic training of all doctors, what- 
ever their future may be.” And of interest here is the 
Edinburgh insistence that the students least likely to 
end up in general practice are those who above all 
receive special instruction in it. Some acquaintance 
with the best type of general practice—and Barber‘ 
has emphasized that this first vivid impression must 
be of the highest quality—will moreover do something 
to offset the dependence on intricate mechanical 
equipment that the student almost inevitably acquires 
in his long peregrination through wards, theatres, and 
laboratories—from which perhaps he will ultimately 
emerge only to practise in a small private house on the 
outskirts of a market town. His medicine need not be 
the less scientific there, but it probably will be if his 
medical school did not teach him something about 
applying scientific principles in the kind of practice 
he will experience. 

General practice nowadays demands “ appropriate 
postgraduate study ”° such as in an assistantship, and 
no amount of undergraduate instruction can of itself 
fit a man for it any more than it can for other kinds 
of practice. Indeed, it would be undesirable to design 
a curriculum aimed at producing a certain kind of 


doctor. The introduction of the intern year and of 
the trainee assistant scheme in the National Health 
Service is a recognition of the need for practical ex- 
perience after qualification but before the assumption 
of full clinical responsibility. Consequently advocates 
for teaching undergraduates about general practice 
may, without tempering their enthusiasm, at least 
moderate their demands on the curriculum. A helpful 
view is the B.M.A. Committee’s® that “the under- 
graduate medical course should be primarily con- 
cerned with the training in those basic principles of 
medicine which are a necessary foundation for all 
forms of medical practice.” Certain basic principles 
are exemplified particularly in general practice. Being 
on the alert for the early diagnosis of many diseases— 
pneumonia, for instance—is one. And to continue 
trying to teach these principles entirely from hospitals 
is to put an unnecessary strain both on the curricu- 
lum and on the student’s imagination. 





| 





INDUSTRIAL HEALTH AND THE 
UNIVERSITIES 


The first university department of industrial medicine 
in Great Britain was set up in Birmingham in 1935 
and closed down after four years. Undeterred by this 
experience the Nuffield Foundation later established 
chairs of industrial health in Manchester and New- 
castle, and a subdepartment under the professor of 
public health in Glasgow. The grants, which were to 
be spread over ten years, are beginning to run out, 
and the uniyersities will soon have to decide what the 
future of these departments is to be. 

The generous contributions of the Nuffield Founda- 
tion and the formation of a Social Medicine Research 
Unit by the Medical Research Council and of chairs of 
social medicine in the universities of Oxford, Edin- 
burgh, Birmingham, and Sheffield were all signs of a 
progressive policy, inspired by the war, to promote 
research and teaching in social and industrial medi- 
cine. But the outlook to-day is not so bright as it was. 
The public health services are now in the doldrums 
and the expected development of industrial health 
services has not taken place. Consequently fewer 
doctors are taking the D.P.H. with the prospect of 
practising in this country, and the D.I.H. courses have 
ceased at Glasgow, Edinburgh, and Manchester. In 
fact very few university departments of social and 
industrial medicine can at present be justified by their 
postgraduate teaching, and with the need for econ- 
omies in university expenditure on medical teaching 
and research these new departments may be the first 
to feel the knife. The Institute of Social Medicine at 
Oxford has already had its scope considerably reduced. 
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If cuts in expenditure are inevitable, then there is a 
case for spreading them out as fairly as possible. The 
place that departments of social medicine and indus- 
trial health should occupy in undergraduate training 
is far from unimportant: by teaching a discipline 
demanding a broad approach to the aetiology, preven- 
tion, and treatment of disease they can do much to 
counteract the effects of overspecialization. In this 
connexion it is surely significant that one of the four 
principal sections in this week’s Conference on Medi- 
cal Education was devoted to a consideration of the 
teaching of social and preventive medicine. In his 
contribution on the teaching of occupational health 
Professor A. J. Lanza, of New York University, 
described how the universities and medical schools 
in the U.S.A. are attempting to fit this relatively new 
subject into the curriculum. 

The light burden of formal teaching, particularly 
in industrial health, gives departments of social and 
industrial medicine special opportunities for research: 
and it is only on the results of research that industrial 
health services, together with such teaching as there is, 
can be well founded. Professor R. C. Browne’s report! 
of the first five years’ work of the Newcastle depart- 
ment of industrial health shows the great opportunities 
which these departments could have for helping local 
industry, as well as advancing knowledge. The 
industrial area of Newcastle, with its large mining 
community and shipyards, has many serious 
industrial health hazards—such as miners’ nystag- 
mus, pneumoconiosis, and accidents—which Pro- 
fessor Browne and his colleagues have studied. 
They have also in the smaller industries investigated 
less serious problems such as dental erosion from 
tartaric acid dust and the toxicity of cadmium 
stearate used as a plastic stabilizer. These latter 
studies, which offer more hope of immediate results 
than those of miners’ nystagmus and pneumoconiosis, 
can provide an excellent training in research methods 
for the less experienced ; and they might well encour- 
age local industries to support these departments 
financially. Although the Medical Research Council 
has at least ten units engaged principally in industrial 
health research, these have to serve national interests 
and cannot be expected to deal with the local needs 
of industry. But the universities, with a tradition for 
giving intellectual leadership to their communities, 
should be in a position to meet these needs, and they 
should not without careful thought cease their sup- 
port for work which cannot or will not be done readily 
by anyone else. 

The university departments, through their close 
contact with the medical schools, must attract those 


— - 





1 First Quinquennial Report, Nuffield Department of Industrial Health, 
University of Durham. 
2 Edinb. med. J., 1951, 48, 214. 


who can be trained to do research. Failure and un- 
satisfactory results must be expected while the quest 
continues for new research methods, especially needed 
in the social and psychological studies of groups of 
industrial workers. Professor Aubrey Lewis? has 
mentioned the methodological difficulties of this type 
of work and emphasized that these researches still 
necessarily fall far short of the neatness and precision 
of a laboratory experiment in the physical sciences. 
The universities have a great chance, not apparently 
being taken by the Medical Research Council or the 
Factory Department of the Ministry of Labour, of 
initiating “ operational ” research, such as experimen- 
tal industrial health services for groups of small fac- 
tories. It is not yet known to what extent it is neces- 
sary, and practicable, to provide these services for the 
smaller workshops. If there is to be a comprehensive 
industrial health service it should be based on evi- 
dence and experience rather than on opinion and 
fantasy, and the sooner there are more of these 
experiments the sooner will industrial health services 
continue the development which started during the 
war and which has since largely lost its impetus. It 
would be most unfortunate if for economic reasons 
other departments of social and industrial medicine 
suffered the fate of the Oxford Institute of Social 
Medicine at a time when they can guide and encour- 
age public and industrial health services in one of the 
most difficult periods of their history. 








TRAINING IN METHODS OF RESEARCH 


“ The spirit of science is self-critical and self-corrective,” 
said Dr. Chauncey D. Leake at the World Conference 
on Medical Education this week, and he might have said 
that the same spirit should imbue the practice of medi- 
cine. But how this spirit should best be set before 
undergraduate students is debatable. Nowhere are these 
qualities better exemplified than in experimentation. 
Yet everyone would agree with Dr. Gustav Nylin that 
“the introduction of an additional subject, ‘ Scientific 
Methods,’ would be inexpedient,” for such methods are 
better learnt by precept and practice than as a subject 
with its inevitable accompaniment of textbooks and 
mnemonics. But students might well be given some 
instruction in statistics, as Professor Bradford Hill sug- 
gested. This term, so forbidding at first sight to 
many people, shows a friendlier countenance when 
Professor Hill outlines what he has in mind as “a short 
elementary course ... requiring no mathematical 
ability and designed to familiarize the students with 
statistical ideas and the most commonly used elementary 
methods.” He would rightly add some instruction in 
the use of that great repository of national statistics 
collected by the Registrar-General. Dr. P. Bonnevie, 
supporting Professor Hill’s ideas, added that in his 
opinion undergraduate medical education ought to 
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be “statistically-minded throughout the whole curri- 
culum.” Perhaps the phrase hinted rather at special 
pleading, but many would agree with him if he meant 
that students should be taught, first, the importance of 
exact measurement and enumeration, and secondly how 
all measurements are, to a greater or less extent, at the 
mercy of chance. For the once immutable normal 
values and natural laws seem to have dissolved into 
unpretentious averages. 

The benefits of some kind of research as a part of 
medical training were also to the fore in the lively 
conference’ on the technique of medical teaching held 
earlier this year at the Postgraduate Medical School, 
London. Professor Rosenheim expressed the opinion 
that every registrar should be given a research prob- 
lem, however simple, and he made the important point 
that a registrar seconded for research should not, if 
ultimately found unsuited to it as a career, feel that his 
time had been wasted ; on the contrary, he should be 
enlightened and stimulated. The old argument about 
whether a teacher should hold his post by virtue of his 
impressiveness as a teacher or his brilliance as a research 
worker is relevant here, for it is not only registrars who 
will be refreshed by contact with research. Professor 
W. Melville Arnott was able to tell the World Con- 
ference this week that “one of the most vitalizing in- 
fluences on medical education ...has been the 
increasing emphasis on practical research experience ” as 
a qualification for teaching. Imaginative lecturing 
is a delight and a _ benefit to students, but, if 
given in a medical school where research is apathetic 
or secluded, it is unlikely to implant in the students’ 
minds that inquiring, sceptical, judicious enthusiasm for 
the science of medicine without which its art is pastiche. 

As the techniques of scientific investigation have mul- 
tiplied there has grown up a tendency to look on research 
as something rather remote from practical medicine, 
even esoteric. Yet, as Sir Cecil Wakeley? said last year: 
“The essence of clinical research is that it is carried 
out by a clinician,” and the general practitioner “ has 
far better opportunities for studying and recording the 
natural history of disease than any other man.” He out- 
lined various reasons, well known to family doctors, why 
any kind of scientific inquiry is often beyond them, and 
suggested remedies. And perhaps the newly founded 
College of General Practitioners will be able to provide 
them with just the help that many of them need to 
observe and record systematically the innumerable facts 
and problems of medicine at present escaping attention. 
In addition they—and indeed all clinicians—may soon 
look hopefully to the Clinical Research Board to be set 
up jointly by the Medical Research Council and the 
Government Health Departments.* It is to provide 
funds and guidance for the investigation of clinical 
problems, and of these there are very many both com- 
mon and pressing which, as Professor Robert Platt has 
pointed out,* are entirely neglected—and incidentally he 
threw out many fertile ideas for research into them. 
Again, to the improvement of clinical science that such 
inquiry would bring must be added the pleasure of 

1 Rritish Medical Journal, 1953,1,213- 
8 Ibid., 1952, 1, 917. 


3 Ibid., 1953, 2, 140. 
4 Ibid., 1953, 1, 577. 





carrying it out. If doctors are to remain something 
more than those signposts to hospital departments that 
some have complained of in recent years, a certain 
amount of training in the methods of research when 
students or housemen will help them to keep their vision 
fresh. 





HUMOUR IN MEDICAL EDUCATION 


The treasury of medical humour is richer and more 
often raided than that of any other profession. It is 
cynical, boisterous, only occasionally smug; it lies 
beyond the finger of prudery; its true standard of 
drollery is high, judged by the impact of jokes under- 
standable to the general public ; and it has the praise- 
worthy quality of rarely laughing at a patient but usually 
at the befogged doctor or student. 

The trudge of the student towards qualification is 
lightened by this warm humanitarian humour as much 
as the path of Chaucer’s pilgrims to Canterbury. The 
medical students in literature are rightly a pack of gay 
dogs—Roderick Random, Silly Barney, Jack Hopkins 
(with his remarkable case of the rattling child). 
Raskolnikov could never have been studying medicine. 
Humour flourishes in medical schools, most easily in 
the hot and arid climate of the lecture-room, where 
the mildest witticism is seized gratefully by students 
struggling against fierce gusts of information. The gay 
lecturer is remembered more easily and probably longer 
than his solemn colleague ; a simple test for the former 
anatomy student is to recall the convolutions of the 
lingual nerve round Wharton’s duct, and then try te 
remember structures lying in more proper relationship. 

It is unnecessary to labour the value of humour in 
teaching, for the humourless man can never bring him- 
self to crack a joke and the humorist finds his large, 
impressionable, and captive audience always irresistible. 
A few entertaining teachers possibly dilute their instruc- 
tion with reminiscence instead of spicing it, and would 
be better if disciplined into a middle course—like 
Mr. Eric Linklater when he taught English literature. 
His classroom lay above that of his fierce senior, who 
swept angrily to the door, “a galleon under sable 
canvas,” to complain either when Mr. Linklater’s 
brilliance sprang a roar of laughter or when his flat- 
ness brought the students drumming on the floor with 
their feet.' 

Humour from the lectern depends largely on the 
character of the lecturer, some of whom build up a 
public personality as painstakingly as a politician. 
Former physicians beguiled their students into learning 
medicine with displays of cleverly controlled eccen- 
tricity, and surgery has been taught most effectively by 
the apparently bluff and ruthless operator. A uro- 
genital surgeon, now dead, characteristically began dis- 
cussing a case of haematuria with the memorable cry, 
“A glass of bloody water, gentlemen!” And, when 
the surprising diagnosis was later made by his assistant 
exclaiming from the cystoscope that there was a clinical 
thermometer in the bladder, the dressers were impressed 


1 Linklater, E., The Man On My Back. London: 1941. _P. 175. 
2 Wright, S., Applied Physiology, 9th ed. Oxford: 1952. P. 818, 467. 
3 Mavor, O. H., British Medical Journal Supplement, 1939, 1, 245. 
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for ever with the necessity of surgical calm by his snap- 


ping from the scrubbing-up basins, “Then what’s the 
temperature ? ” 

Modern medicine is becoming precise and prosy, and 
the “ characters ” that strode so largely down the stony 
Edwardian corridors have disappeared like E. F. Ben- 
son’s pleasantly cranky Cambridge dons. Students now 
rarely force themselves to learn medicine by skilfully 
imitating their chief—down to his last gesture and 
aphorism—amid a delighted circle in the saloon bar. 
Some subjects still lend themselves irresistibly to lecture- 
room humour—obstetrics, for example, where the single- 
handed problems of birth may be stamped on the 
student’s mind by presenting them in outlandish sur- 
roundings, so that he sees himself sharing a rowing- 
boat with a woman in labour, or galloping by camel 
to attend a tented delivery in the alarmingly under- 
doctored stretches of the Sahara. 

The value of “ audience participation ” has long been 
sensed by good lecturers, for every class, like every 
squad of recruits, contains one “funny man” eager 
for distinction by becoming the lecturer’s butt. “ Tom- 
kins will tell us,” repeated whenever the whole class is 
shamefully baffled brings a laugh as surely as a B.B.C. 
comic’s catch-phrase ; but it is just and agreeable that 
Tomkins should sometimes score off his flagellator. A 
nervous lecturer may disregard his audience, as an edgy 
golfer is said to ignore his opponents in a championship. 
Another has only one joke, which is yearly relished by 
his students and is often all they remember of him for 
the rest of their lives. 

Medical humour fortunately appears rarely in text- 
books: writing humorously is a serious pursuit, and 
the amateur’s jokes freeze and perish in the coldness of 
print. But the anecdotal footnote is an admirable tag 
for identifying a drab bundle of facts. It is no disrespect 
to Professor Samson Wright to remark on the number 
of readers of his textbook who can recall the scholar of 
the twenty-four privies, and the amorous management 
of the odour from the axillary sweat-glands.? An 
extended witty dissertation is a tour de force, and few 
medical writers are capable of it. A remarkable example 
is James Bridie’s essay on the umbilicus, which Fellow- 
ship candidates or idler readers should seek out in a 
former issue of the Journal® as an ideal of polished 
information and smooth medical humour. 





INSURANCE HELPS 


With income tax at its present level few doctors can 
afford to pay boarding-school fees for more than one 
child at a time out of their ordinary yearly earnings. In 
round figures it will be necessary to find about £1,500 
per child during the public school period and a further 
substantial sum for the university or medical school 
years. If there are two or more children to educate at 
the same time then the family man must make an early 
decision on the style of education he desires for his 
children and on the measures he proposes to adopt in 
order to provide fees at the appropriate time. Many 
schools will take a lump sum in commutation of fees, 
and, broadly, if £100 per annum can be set aside from 


the birth of the child to the age of entry into a public 
school the total so provided will be sufficient to meet 
the school fees. 

Insurance companies have designed special educa- 
tional policies to help parents, and these policies have 
the advantage of offering some relief from income tax. 
The policy is usually arranged on the life of the father, 
and thus school fees are secured even in the event of his 
death. A typical contract would provide £100 (or 
multiples thereof) per annum for five years, beginning 
when the child is 14, for an annual premium of £31, 
assuming the policy was effected at the birth of the child 
and the age of the father was 32. Tax relief on this 
premium at current levels would be £5 12s., making the 
net annual cost £25 8s. If the parents hope to send the 
child to a university, then the term of the policy can 
be lengthened as desired with a corresponding upward 
adjustment in cost. Another benefit which can be incor- 
porated in an educational policy is a maintenance pay- 
ment, if the father dies at an early age, until the school 
fees become payable. 

Policies of this character go some way to meet the 
difficulties of paying for children’s education, and there 
are other types which provide for the needs of the child 
in the more distant future. All such policies can be 
arranged to suit individual wishes, but it is always as 
well to seek expert advice—for instance, from the Medi- 
cal Insurance Agency—when such a policy is under 
consideration. 


COMMISSION IN THE ISLE OF MAN 

The Isle of Man is well known as a holiday resort. One 
of its charms in this respect may be a local habit of mind 
which, when translated from the native Gaelic, means 
“time enough ” or “ to-morrow will do.” That this out- 
look can also infect serious affairs less happily is 
evidenced by the story told in this week’s Supplement on 
p. 83. A body, called a Commission, appointed by the 
Manx Government to consider an economic principle of 
some intricacy and with many attendant implications, 
seems to have set about its business with little appre- 
ciation of how to treat an important national association 
which asked to give evidence. The Secretary of the 
Association is to be congratulated on producing at such 
short notice the memorandum printed in the Supple- 
ment. It shows no signs of the hasty preparation that 
was forced upon him. It is to be hoped that it will assist 
the Commission in its responsibilities and will indicate 
to it that its deliberations are of more than just parochial 
importance. 





We record with deep regret the death on August 23 of 
Professor René Sand, emeritus professor of social medi- 
cine in the University of Brussels. He was taken ill 
about ten days before the First World Conference on 
Medical Education began. The introductory remarks to 
the Section of Preventive and Social Medicine which 
Professor Sand was to have given on August 25 as one 
of the Vice-Presidents of the Conference are published 
elsewhere in this issue. Professor Sand’s place as Vice- 
President was taken by Professor A. Stampar, of Zagreb. 
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The First World Conference on Medical Education was 
opened at Friends House, London, on Monday, August 24, 
and continued for the ensuing five days. It was held under 
the auspices of the World Medical Association, in collabora- 
tion with the World Health Organization, the Council for 
International Organizations of the Medical Sciences, and 
the International Association of Universities. The inter- 
national character of the event was illustrated by the pro- 
gramme of papers, whose authors came from 32 countries. 
The British Medical Association was the host organization. 
The general theme of the Conference was undergraduate 
medical education, and the subjects of the sectional discus- 
sions were: requirements for entry into medical schools ; 
aims and content of the curriculum ; techniques and methods 
of medical education ; preventive and social medicine. The 
keynote addresses by the Vice-Presidents at each of the 
Section meetings are published elsewhere in this issue. 

The President of the Conference was Sir Lionel Whitby, 
the Deputy President Professor W. Melville Arnott, and the 
Chairman of the Organizing Committee Dr. T. C. Routley, 
of Canada. 

Sir LioneL Wuitsy, in opening the Conference, said that 
he was deeply conscious of the honour of presiding over 
so important an assembly. He expressed his great appre- 
ciation of the support given to the Conference by H.M. 
Government and by certain international organizations 
whose representatives would presently address them. More 
than 400 delegates from many countries were in attendance, 
and it was a great pleasure to the British Medical Associa- 
tion to be the host. 

““We are out to try to discover how best to teach the young 
men and women who are going to be the doctors of the future. 
During this week teachers of medicine and educationists from 
all parts of the world will put forward their views not only on 
medical but on general education; they will discuss techniques 
of teaching as well as the extremely important social implica- 
tions of medicine at the present day. 

**Each session will have its rapporteur as well as its reporter, 
so that not only will the Conference be accurately reported but 
the value of each series of contributions made will be assessed.” 


Welcome by Ministry of Health 


Miss P. Hornssy-SmMiTH, M.P., Parliamentary Secretary 
to the Ministry of Health, conveyed a welcome on behalf 
of the Minister. 


“ The interest of the Ministry of Health in this Conference is 
paramount, since we are responsible in this country for the 
National Health Service, the quality and efficiency of which in 
its major sphere must depend in the last resort on the humanity, 
integrity, knowledge, and skill of the doctors working in it. 

“I am glad to record that the National Health Service does 
to some extent repay the debt it owes to the universities and 
medical educationists by providing those clinical facilities which 
are an essential part of our training in this country and which 
are so necessary if students are to be taught in the British tradi- 
To this end the Ministry, through the Health Service, 


tion. 
maintains the great teaching hospitals in London and the 
provinces. Many educational opportunities are also provided in 


non-teaching hospitals, which in great measure accept responsi- 
bility for newly qualified doctors in their pre-registration year. .. . 

“Great and far-reaching changes have taken place in the art 
and science of medicine in our lifetime, many indeed within 
the last two decades. Many of the old methods by which students 
have been taught in the past are now out-of-date. In this 
country we have always specialized in practical bedside teach- 
ing, while others have laid greater stress on the academic 
approach. Yet both are now in difficulties with the accumulating 
mass of scientific fact and the multiplication of specialist tech- 
nique. Many vital problems face you to-day, problems which 


cannot be shirked and which will in the ensuing days provide 
worthy exercise for the great minds here assembled.” 

Sir ANDREW Davipsoy, Chief Medical Officer of the 
Department of Health for Scotland, after apologizing for the 
absence of the Secretary of State and conveying his good 


FIRST WORLD CONFERENCE ON MEDICAL EDUCATION 
OPENING CEREMONIES AND INAUGURAL SESSION 


wishes, said that a glance at the names on the conference 
programme, with the eminent medical teachers from so 
many countries, suggested that the success of the conference 
was already assured. They in Scotland were justly proud 
of their four university medical schools and their position 
in medical teaching and the high standard of their products. 
It had often been said that medical education was a Scottish 
national industry with a large and prosperous export trade. 
Between the two wars about one-third of all doctors who 
graduated in the United Kingdom received their education in 
Scotland, even though that country had only one-ninth of 
the total population. 


““The World! Medical Association and the World Health 
Organization, together with the B.M.A., are to be congratulated 
on their efforts to focus attention on what, after all, is the funda- 
mental problem of health services everywhere. Their combined 
operation is timely; with the advance of medical science, the 
scope of medical education continues to widen. New subjects 
take shape and are added to an ever-expanding curriculum. The 
time has surely come to define more clearly the objectives of 
medical education and to adjust the curriculum to the attaining 
of those objectives. It may appear simple to add new subjects to 
the medical course, but may it not create recruitment difficulties 
if the already lengthy and arduous course becomes longer and 
more strenuous ? ” 


At the present time the universities were changing over 
from a five-year to a six-year course, and after allowing 
for the pre-registration period and the two years of military 
service the young doctor had a very long time of training 
before he settled down to his career. Already there were 
signs of reduction in the number of applicants for admission 
to medical schools, though several years would be neces- 
sary to show whether the reduction was a temporary 
phenomenon or a significant trend. 

Miss FLORENCE HorsBrRuGH, M.P., Minister of Education, 
who could not be present, sent a message of good wishes. 

Professor CHARLES HARRIS, as representing the University 
of London, joined in the welcome. He said that in London, 
in addition to the postgraduate institutes, there were 12 
undergraduate schools, which gave them the opportunity of 
trying out a variety of methods in medical education. In 
London, for example, the study of pathology was carried 
out in the clinical years, whereas in Cambridge, from which 
university they drew many of their clinical students, the 
students had already spent a considerable period learning 
pathology and bacteriology. He said how grateful they were 
in London to those who had organized the conference and 
how anxious they were to profit by the results of their 
deliberations. 


Welcome by British Medical Association 


Dr. E. A. Grecc, Chairman of Council of the B.M.A., 
said how glad he was to associate his organization with these 
welcoming addresses. They of the B.M.A. had a very 
lively interest in the conference, not only because of the 
nature of the subjects discussed, but also because the germ 
of the conference was planted by Dr. Clegg, the Editor of 
the British Medical Journal, who first suggested to the World 
Medical Association that the subject was one which might 
well receive their attention. The result was that they found 
themselves that day embarking on this important and most 
useful conference. It was also a matter of gratification to 
find their Past-President, Sir Lionel Whitby, in the chair. 
The B.M.A. were not strangers to the subject of this con- 
ference. They had already done a great deal of work in this 
field, particularly through the committees presided over by 
Sir Henry Cohen. 

Dr. DaG KNuTSON, Chairman of the Council of the World 
Medical Association, in joining in the welcome, said that 
this was a conference and not a congress. A conference was 
a meeting where those assembled tried to clarify their views 
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rather than to arrive at definite solutions. They were well 
aware that definite solutions of the problems of medical edu- 
cation could not be reached, but he hoped that at the end of 
the conference they would go away with a better understand- 
ing of each other’s problems. The World Medical Associa- 
tion had not been alone in preparing for this conference, and 
he expressed gratitude to the two other international bodies 
already named which had collaborated, and also to the 
British Medical Association for its preparatory work. 

Dr. M. G. Canpau, Director-General of the World Health 
Organization, said that it was with special pleasure that his 
Organization came to this conference. There was no need 
to emphasize the importance of the problems to be discussed 
curing the next few days. The physician must be aware of 
all the sciences which had their impact on medicine, but 
he must also be steeped in the cultures of his country and 
his time. In education more than in any other human 
endeavour it was vital to be responsive to new ideas. 
One of the most important ways was by making the experi- 
ence gained in one country known to educationists in other 
lands. 

Professor J. MAISIN, President of the Council for Inter- 
national Organizations of the Medical Sciences, also joined 
briefly in the welcome and said that he hoped the conference 
would form the corner-stone of a new edifice of medical 
education. 

Professor S. C. RoBERTS, Vice-President of the Inter- 
national Association of Universities, said that his associa- 
tion was still in its first youth, but, as its name implied, it 
had a vital and genuine interest in all branches of. education 
at university level, and among those branches one of the 
most important was, of course, that of medical education. 
He joined in offering his congratulations to those who had 
organized the conference. 


Presidential Address 


Sir LioNEL Wuitsy then delivered his Presidential Address, 
which was entitled “‘ The Challenge to Medical Education in 
the Second Half of the Twentieth Century.” The address is 
published in full in the opening pages of this issue. 

Dr. L. GarciA TorNEL (Barcelona), in responding, said 
that the name of the President of the conference, Sir Lionel 
Whitby, was well known far beyond his own country. The 
university with which he was associated was also held in 
high honour. The name of Cambridge was a symbol of the 
triumph of the true university spirit. He could not enter 
in detail into the President’s Address, but he wished to under- 
line what Sir Lionel had said about the need for vocation 
in medicine and also in teaching. The task of the teacher 
was one of the most difficult in the world. It entailed sacri- 
fice and responsibility. It was for the teacher to inspire and 
influence youth. If a career in medicine were undertaken 
without any true vocation it would be disastrous. In con- 
clusion he paid a warm tribute to the British medical 
profession. 


What is Education ? 


The first of three addresses given during the Monday 
afternoon session, all of them published elsewhere in this 
issue, was by Sir RICHARD LiviNGsTONE, formerly President 
of Corpus Christi College, Oxford, who took as his title 
“ What is Education ? ” (p. 454). 

The response was made by Dr. M. POUMAILLOUXx, coun- 
sellor of the Federation of French Medical Syndicates. He 
said that Sir Richard Livingstone had expressed certain ideas 
which were dear to himself. Much had been said about 
the reform of medical studies with which they were con- 
cerned to-day. There was one point on which they had 
been able to achieve virtual unanimity—namely, the neces- 
sity of pursuing classical studies. Perhaps these studies 
were more necessary to-day than formerly, when the “ super- 
stition” of technical studies distorted the situation more 
than was often realized. 

The problems they had to meet were more and more 
difficult. Such was the growing complexity of the profes- 


sion that it was virtually impossible to give a young man 
a sufficient education in all the branches of medicine. Speak- 
ing as a teacher, he felt that students were not interested 
in the details of the curriculum but in the major aims 
which governed the study. 

What were the aims of young people? Why had they 
chosen the medical profession? Were they disappointed 
on their first contact with medicine or their patients ? The 
choice of career was made very often as a result of the trust 
and confidence a student had in his teacher. Young people 
to-day had hearts as warm and enthusiasms as fervent as in 
earlier generations, but materially and economically they or 
their parents were encountering greater difficulty. 

The aim of medical studies must be to enable the doctor 
to treat his patients. To this end the fundamental studies 


_must be pathology and therapy. Medicine must be learnt 


at the bedside of the patient. It could not be wholly learnt 
at hospital. What did they learn at hospital of the living 
conditions of their patients? All those upon whom fell 
the call and the responsibility of caring for patients should 
be people whose heart and soul were as highly developed 
as their intelligence. Therefore those young people whose 
heart and soul would never be equal to their task should 
be eliminated from the medical schools. 

Finally, while an effort should be made to harmonize 
curricula, any overall uniform method must be avoided. 
Each country had its different characteristics and needs. 
“We should not try in any way to create physicians who 
will be the same everywhere, for such would be considered 
excellent in some countries and deplored in others.” 


The History of Medical Education 


The second address was by Professor JoHN F. FULTON, 
Sterling Professor of the History of Medicine at Yale, whose 
subject was “ The History of Medical Education” (p. 457). 
The response was by Professor A. SPINELLI, senior surgeon, 
United Hospitals, University of Rome, who spoke appre- 
ciatively of Professor Fulton’s account of Salerno—a school 
which inspired scholars for centuries after its foundation— 
and the schools of Paris and Montpellier, of Bologna, 
Ferrara, and Pisa, the various schools in Germany, Switzer- 
land, and Denmark, and Oxford and Cambridge in England. 
Oxford and Cambridge had brought English culture to a 
very high level, and he spoke of the pleasure with which 
members of the Conference had visited Cambridge on the 
previous day. 


Medicine—Technology or Profession 


Colonel S. M. K. MALLIcK, Principal of the Dow Medical 
College and Civil Hospital, Karachi, gave the final address, 
on “ Medicine—a Technology or a Profession” (p. 461). 

Dr. T. C. RouTLEY, general secretary of the Canadian 
Medical Association, made the response. He stated that 
he had recently sent a questionary to 200 Canadian 
doctors on whether medicine was a technology or a pro- 
fession, and of the 153 who had replied 151 had insisted 
that it was a profession, while two stated that as practised 
to-day it was more and more degrading itself into a techno- 
logy. He quoted some of the comments received in reply 
to the questionary: “Technology completely lacks the 
comprehension of the doctor-patient relationship.” “ Medi- 
cine is not an exact science, therefore it can never he 
described as a technology.” “If we do not insist on science 
being a secondary and ancillary service to the art of medicine 
we shall let a great profession down.” “A patient requires 
more than technology—kindness, sympathy, understanding, 
human interest.” 

A great responsibility, said Dr. Routley in conclusion, 
rested upon the profession of medicine to maintain the pro- 
fessiorfal position which the practitioners of medicine must 
for ever occupy. 


On the second day, August 25, the Conference met in four 
Sections. The proceedings of the first day of the sectional 
meetings are reported in the following pages. 
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PROCEEDINGS OF THE SECTIONS 





SECTION A: REQUIREMENTS FOR ENTRY 
INTO MEDICAL SCHOOLS 


After the keynote address from the chair by the Vice- 
President, Dr. Vicror JoHNSON (United States), this section 
discussed the requirements for entry into medical schools. 


General Education in an Age of Science 


Mr. T. E. B. Howartu (Winchester College), opening the 
discussion, said that we in this country were committed to 
a system involving a high degree of early specialization and 
the educational segregation of the more intelligent children. 
It came as a shock to some other countries that an English 
schoolboy started on intensive preparation for the medical 
profession as early as 15 or 16. Not more than a quarter of 
his school studies would be devoted to subjects other than 
biology, physics, chemistry, and mathematics. 

The general education of the scientist should include as 
much guidance on the human situation as was possible and 
a realization of the fact that man was a religious being. 
Right in the forefront of the young scientist’s general educa- 
tion should be placed a study of man’s striving towards God. 
The young scientist might not believe in the religious or 
philosophical system he was studying, but he would at any 
rate learn why many other people did so. 

Dr. CHauNceY D. LEAKE (University of Texas) discussed 
the general education of the medical student. The future 
doctor should know some mathematics and physics. As for 
chemistry, he should understand the principles of quantita- 
tive and organic analysis and synthesis, and physical chem- 
istry. To this hard core it would be wise to add some train- 
ing in psychology. The future doctor should know some- 
thing of the history of science and have an appreciation of 
the principles of economics. Finally, some exercise in the 
various fine arts greatly assisted in maturing taste and 
judgment. 

Dr. T. B. Davie (University of Capetown) said that 
students would not attend courses of lectures designed to 
improve their cultural background. 

Dr. Howarp BerK (U.S.A.), Dr. St. GEoRGE B. DELISLE 
Gray (United Kingdom), Dr. P. GLorteux (Belgium), Pro- 
fessor J. G. ORCOYEN (University of Madrid), and Professor 
FeLix HurtTapDo (Cuba) also spoke. 


The Doctor a Humanist 


Professor A. SANDOz (France) urged that it should be 
remembered that the work of the future doctor would not 
be limited to the study of physiological functions and bio- 
logical reactions, but would bear on the whole man, mental 
and spiritual as well as physical. A doctor was necessarily 
a humanist ; if this were not so he would be no more than 
a veterinarian. 

Dr. ALAN VALENTINE (U.S.A.) declared that unless 
scientists, and especially medical scientists, proclaimed the 
value of human culture and human self-realization, there 
might come to be no real general education in this age of 
science. 

Dr. MoceNs Pint (Denmark) spoke of the teaching in 
secondary schools. In his country they believed that too 
much specialization before the university was a bad thing. 
The secondary schools in Denmark had a modern, a classi- 
cal, and a science side, all of them qualifying for the study 
of medicine. It was an advantage if the medical student 
had attended the science side, but such pre-training was not 
necessary. 

Mr. J. L. STRUTHERS, a medical student from St. Bartholo- 
mew’s Hospital, hoped that students would be given instruc- 
tion in writing and speaking their own language. 

Mr. S. A. BARNETT (University of Glasgow), Dr. THOMAS 
STAPLETON (St. Mary’s Hospital Medical School), Professor 
D. E. CAMERON (McGill University), and Dr. G. MOUTHON 
(France) also took part in the discussion. 


Methods of Selection in United States 

Dr. DonaLp G. ANDERSON (American Medical Associa- 
tion) described the system for selecting students for admis- 
sion to medical schools in the United States. The basic 
structure of education consisted of eight years of elementary 
school, four years of high school, and four years of college. 
At the end of this period the successful student was awarded 
the B.A. or B.Sc. degree. In medicine, three years of 
college work was the minimum preparation on which a 
student might enter the medical school. The length of the 
medical school course was four years. The total number 
of students in the United States applying for admission to 
medical schools in any one year was now slightly more than 
twice the total number of places available. 

Dr. M. Prywes (Hebrew University, Jerusalem) said that 
a new atrangement at the Hebrew University was the estab- 
lishment of a special class of one to two years’ duration 
in the framework of the university to which candidates in 
medicine, dentistry, pharmacy, and biology would be freely 
admitted. The curriculum would be composed of subjects 
in the sciences and the humanities in a balanced form. 

Mr. D. H. Patey (Middlesex Hospital) said that the highest 
form of selection for any medical student was to be a woman 
and to get into Oxford or Cambridge. These women were 
intellectually the cream of the country from the point of 
view of selection. His impression was, however, that they 
were a good average, not, as he would have expected, out- 
standing. Here was an opportunity to test a fine sieve of 
selection against the end-result. 

Dr. J. C. VILLAGRANA (Mexico), Dr. P. GLorieux (Bel- 
gium), Dr. Fetix Hurtapo (Cuba), and Dr. S. C. SEN (India) 
also took part in the discussion. 


Competition for Entry : 

Professor A. P. THOMSON (Birmingham University) main- 
tained strongly that medicine was in itself a humane study. 
He said that a selection committee should vary in personnel 
—if one had a fixed committee one got a fixed type of 
student. He felt that a knowledge of mathematics, and at 
an advanced level, was necessary for the medical student. 
To-day any student who succeeded in obtaining a place in 
a university on the ground of his talents might usually rely 
on a grant from public funds to meet a substantial part of 
the cost of his fees and maintenance. As a result, in his 
own faculty during the last seven years they had never 
received fewer than 2,000 applications a year for about 100 
places. 

Professor Thomson said that in present conditions it was 
difficult to find a place in university medical schools for 
candidates who had acquired distinction in other directions 
before they were attracted to medicine. It was perilously 
near heresy for him as a member of the General Medical 
Council to suggest that first-class honours graduates in 
mathematics or philosophy might be admitted as medical 
students on special terms. Nevertheless, in his own judg- 
ment, the regulations were too rigid. 

Professor A. SPINELLI (Italy) said that in Italy they con- 
sidered children studied too much Latin and Greek and too 
little chemistry and physics. They believed that selection 
should take place in the secondary schools on the results of 
teachers’ and school doctors’ reports and tests. 

Dr. Myron E. WEGMAN (Director, Division of Education 
and Training, Pan-American Sanitary Bureau) said that the 
requirements had to be judged in terms of the primary 
education in a country. 

Professor OrcoyeN (Madrid) reported that a selective 
course for those seeking to study medicine, pharmacy, etc., 
had reduced the number of candidates for medicine by 50%, 
and increased the numbers of those who entered the Faculty 
of Law. 

The discussion was continued by Dr. M. PouMAILLOUXx 
(France), Dr. T. B. Davie (South Africa), Professor HANs 
NEUFFER (Germany), and Dr. L. G. ToRNeL (Spain). 
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SECTION B: AIMS AND CONTENT OF 
THE MEDICAL CURRICULUM 


After the keynote address from the chair by the Vice-Presi- 
dent, Sir A. L. MUDALIAR, this section discussed the aims and 
content of the curriculum. 


The Teaching of Anatomy 


Sir Cecil WAKELEY (President of the Royal College of 
Surgeons) said that the only way of learning human anatomy 
was by careful dissection of the whole body, but this 
could rarely be attained because of the shortage of subjects 
for dissection and the large number of students in the 
schools. The ordinary practising doctor did not require 
to have a detailed knowledge of the human body, but 
it was absolutely essential that the surgeon to-day, more than 
ever before, should have an intimate knowledge of anatomy. 
It was for the Government to see that an adequate number 
of cadavers were forthcoming. Those who specialized in 
surgery must take a course in basic medical sciences before 
they sat for the Primary Fellowship of any of the Royal 
Colleges. During this science course the student should 
dissect or take part in dissecting the whole of the body. 

Professor NiILO PESONEN (Finland) thought that even the 
best demonstration preparations could not replace the benefit 
derived from the dissection of specimens by the student him- 
self. 

Dr. J. V. BasMaAsIAN (Canada), Professor M. TALAAT 
(Egypt), Professor W. GReEULICH (U.S.A.), and Dr. J. W. 
PATTERSON (U.S.A.) took part in the discussion. 


The Teaching of Physiology 


Professor W. J. E. Jessop (Royal College of Surgeons in 
Ireland) said that the problem of designing a general course 
in physiology could only be solved by close co-operation 
between the professor of physiology and those responsible 
for shaping the courses in the related special subjects. 
A good general course in physiology must stress principles 
rather than details, encourage reasoning and criticism rather 
than memorizing facts, and arouse the student’s interest. 

Professor HAROLD SCARBOROUGH (University of Wales) said 
that medicine was a scientific discipline and medical educa- 
tion should be an exercise in the application of the scientific 
method. That had to be emphasized at a time when it was 
beginning to be suggested that more of students’ time should 
be devoted to training in the social sciences and even occu- 
pied at an early stage with visits to patients’ homes. 

Professor M. TALAAT (Egypt) and Professor J. N. P. 
Davies (Uganda) also spoke. 


Integration of Physiology and Anatomy 


Professor S. ZUCKERMAN and Professor H. P. GILDING 
(University of Birmingham) gave a paper on the integration 
of physiology and anatomy as a single subject in the medical 
curriculum. In arranging this integration at Birmingham, 
they had, wherever possible, eliminated courses of lectures 
which were either purely anatomical or purely physiological. 
The time devoted to the dissection of the body had been 
reduced to three terms instead of the original five. Under the 
Birmingham system the second M.B. examination was 
divided into two parts, the first of which was taken at the 
end of the first three terms and comprised macroscopic and 
microscopic anatomy. The second part of the examination 
was taken at the end of the fifth term and was mainly con- 
cerned with physiological and biochemical matters. 

Dr. P. HAGEN (Australia) said that he did not think there 
were any preclinical teachers not prepared to agree that 
some measure of integration of the two subjects was desir- 
able. 

Professor LUANG B. BIDYABHED (Thailand) and Professor 
W. J. E. Jessop (Ireland) spoke in agreement. 


Pathology : The Basic Clinical Science 


Professor J. H. BiGGART (Queen’s University of Belfast) 
said that many schools were convinced of the value of an 
introductory course in clinical medicine and surgery when 


the student first entered hospital. During this period, which, 
he thought, should be of six months’ duration, the student 
should have courses in bacteriology and general pathology. 
Then should come a course in special pathology. The 
student should witness the examination of the patient and 
the study of his disease by a number of specialists, each of 
whom brought to the problem his own particular methods 
and knowledge. Three terms of such a combined integrated 
course should suffice to cover special pathology, medicine, 
surgery, and therapeutics, a great deal of paediatrics, and 
social medicine. 

Professor H. SIEGMUND (W. Germany) said that pathology 
should be taught in such a way that it gave a scientific back- 
ground to the practice of medicine. Dr. H. G. WEISKOTTEN 
(U.S.A.) and Dr. ROBERT A. Moore (U.S.A.) both stressed 
the importance of students carrying out experimental work, 
and Dr. D. N. Baron (Middlesex Hospital) also spoke during 
the discussion. 


Pharmacology and the new Therapeutics 


Professor E. J. WayNe (Sheffield University) described 
the course in pharmacology and therapeutics as it had 
gradually evolved at Sheffield. Immediately after the second 
M.B. examination in physiology and anatomy, a short intro- 
ductory course of 10 lectures in pharmacology was given 
so that the student might understand the relationship of 
the subject to his previous studies and know something 
about the drugs which he is beginning to see in use in the 
wards. This was followed by lectures in pharmacology 
during five terms. After a year’s interlude, he attended 
a course in therapeutics in which the subject was con- 
sidered from a practical point of view. A special feature 
was the criticism of advertisements in the current medical 
journals, which students undertook themselves in front of 
their colleagues. The prescriptions in the National Formu- 
lary were also rigorously criticized and students were asked 
to suggest improvements. 

Dr. SuPHI ARTUNKAL (Turkey) told how pharmacology 
and therapeutics were taught in Istanbul. The two depart- 
ments were in the hands of the same professor and the sub- 
jects were taught for approximately 70 hours each, during 
the same period. The courses took place in the theatre of 
the therapeutic clinic, which had a capacity of 75 beds and 
an out-patient department. 

Professor CHAUNCEY D. LEAKE (U.S.A.) said that the sub- 
ject of pharmacology had become one of vast confusion 
because of the enormous flood of new drugs. It might help 
if drugs were classified on the basis of their four primary 
uses—for diagnosis, prevention of disease, cure, and the 
alleviation of disease. 


Medical Statistics 


Professor A. BRADFORD HILL (London School of Hygiene 
and Tropical Medicine) said that the only teaching of 
statistical methods necessary in the medical curriculum for 
the embryo doctor was a short elementary course requir- 
ing no mathematical ability and designed to familiarize 
students with statistical ideas and the most commonly used 
elementary methods. He desired to see the undergraduate 
taught to weigh figures critically, and not to accept them 
without thought at their face value, how to look carefully 
for possible bias in a given set of data, and how far in any 
instance it was reasonable to pass from the particular to the 
general. This syllabus could be put into not more than 10 
lectures accompanied by some practical work. 


SECTION C: TECHNIQUES AND METHODS 
OF MEDICAL EDUCATION 
After the keynote address from the chair by the Vice- 


President, Professor A. HurTADOo (Peru), this section dis- 
cussed the techniques and methods of medical education. 


Hospital Bedside Teaching 


Professor L. A. Hutst (University of Amsterdam) said 
that the very fact that there were diseases and patients 


ae ee een teneee: pee = oe = 


Ek 


SS SS A ea SO: 


ok Tek SM 


Bs EE RT SIS SR = 
Bess = SAAT a 


cums 


PN i Na I i Tne 











488 AuG. 29, 1953 


WORLD CONFERENCE ON MEDICAL EDUCATION 


BRITISH 
MEDICAL JOURNAL 





whom it was better to treat elsewhere than in hospital 
showed that the medical pattern in a hospital differed from 
that which the student would find in general practice. The 
intending general practitioner was trained mainly in diseases 
which he would not treat and might rarely see. Hospital 
teaching was not only one-sided in this respect but also it 
confronted the student with entirely different patients. Pro- 
fessor Hulst further insisted that the hospital bedside teach- 
ing of medicine should be concerned with only those patients 
who were properly in a hospital bed and not with patients 
who required rest in bed in order to recover. 

Dr. STaNLtey Dorst (University of Cincinnatti) believed 
that the teaching hospital must have a cross-section of clini- 
cal medicine. The chief of the department of medicine 
should be in charge, with clinical teachers available in the 
proportion of one to seven or eight patients. These require- 
ments were fulfilled in most American schools. He insisted 
on the importance of ward rounds, followed by a seminar 
led by the physician but with the whole group participating: 

Dr. M. PouMaILLoux (France) thought that the under- 
graduate should not wait unduly long before examining the 
patient at the bedside. If he kept to the technical side of 
medicine for too long he would see his patient only as, an 
interesting case. Dr. Victor SorRIANO (Uruguay), Dr. HANs 
NEUFFER (President, West German Medical Association), 
Professor A. J. CRaiG (Malta), Dr. E. HUSFELDT (Denmark), 
Dr. DaG KNuTSON (Sweden), and Professor M. MULLER 


(Lille) also spoke. 


Teaching in the Operating Theatre 


Professor Sir GEOFFREY JEFFERSON (Manchester Univer- 
sity), in an address on the importance of bedside learning, 
discussed teaching in the operating theatre. Attendance of 
the student dressers en masse at operating sessions was 
stupid, but the student whose case it was should be present. 
He must learn at close quarters. The surgeon could refresh 
the student’s anatomy and demonstrate the pathology of 
the condition. Few teachers did this very well. 

Sir Geoffrey Jefferson added: “‘ It was only when I began 
to operate myself that I knew what it was that I wanted to 
know.” 

Mr. H. D. Moore (Leeds) said that he had noticed that as 
a specialty became divided from general surgery the scope of 
cases became more and more limited and the student lost 
a great deal. This applied particularly to thoracic surgery. 
Dr. HANS NEUFFER (West Germany) said that every student 
should undertake three months’ nursing. Dr. P. VALDONI 
(Italy) sent a written communication. 


The Out-patient Department 


Dr. DaG KNuTSON (Karolinska Hospital, Sweden) spoke 
of the use of the out-patient department or polyclinic for 
educational purposes. The cases at a polyclinic were dif- 
ferent from those in the wards—generally of a less serious 
nature. Patients came demanding a quick answer, and 
decisions had to be made swiftly. Polyclinics, therefore, 
gave the student new and useful experiences. 

Professor HERMANN CHIARI (University of Vienna) said 
that in the polyclinic the diagnosis should be made in as un- 
complicated a manner as possible. Mr. M. R. Ewinc 
(London) said that many of the inadequacies of surgical 
treatment were made manifest when patients were followed 
up in the out-patient clinic. Dr. Victor SortANo (Uruguay) 
and Professor G. A. RANSOME (Malaya) also contributed 
to the discussion. 


Teaching in the Home 


Professor KINLOCH NELSON (Richmond, Virginia, U.S.A.) 
described how the Medical College of Virginia joined up 
with the city health department to provide medical care for 
the indigent through a continuity of service between home, 
clinic, and hospital. 

Dr. JoHN Hunt (honorary secretary, College of General 
Practitioners) said that an important addition to medical 


education during the next twenty years would be an intro- 
duction of all medical students to family doctoring . by 
general practitioners. It was the exception for the under- 
graduate to see a general practitioner at work. 

Dr. F. M. Rose (Preston) said that teaching of medical 
students in the home would help not only the future general 
practitioner but also the budding specialists. 

Dr. G. O. BARBER (United Kingdom) said that he hoped 
some young students on contact with general practice would 
feel discontented and would aspire to a higher standard. 

Dr. J. A. PRIDHAM (chairman of the Medical Education 
Committee of the W.M.A.) considered that, just as students 
were trained in dermatology, internal medicine, and the like, 
so they should be taught that general practice could fully 
engage their mind and heart. 

Dr. St. GEoRGE B. DELISLE Gray (United Kingdom) said 
that many young specialists to-day knew nothing about 
general practice. Dr. E. M. Dimock (University College 
Hospital) said that many people found general practice 
difficult because it introduced tasks of which they had little 
experience, and they were dispirited. Dr. A. TALBoT ROGERS 
(United Kingdom) described the working of the trainee- 
assistant scheme in this country. The scheme was working 
well. Professor IAN AriRp (Postgraduate Medical School) 
said that many specialists he knew were great men and yet 
had had no experience of general practice. If they had 
been tempted into that field the world might have been 
deprived of their special gifts. 


The Clinico-pathological Conference 


Dr. BENJAMIN CASTLEMAN (Massachusetts General Hos- 
pital) described the clinico-pathological conference—a teach- 
ing exercise utilizing the specific case history of a patient, 
the nature of whose disease has been established either by 
surgery or necropsy. A selected person or the whole group 
analyses the case and a diagnosis is made on the basis of 
the analysis. The weekly conferences at the Massachusetts 
General Hospital for the staff and senior students are con- 
ducted by the pathologists, with occasional suggestions from 
the clinical staff. The pathology resident officer who exam- 
ined the specimen or did the necropsy prepares the clinical 
abstract, and the “ discusser,” who analyses the case and 
explains and interprets the meaning of the signs, symptoms, 
and findings, is one who has no knowledge of the patient. 
The conferences bring out clinical details and clinico-patho- 
logical correlations not found in textbooks. 

The discussion was continued by Professor G. A. ELLIoTT 
(University of Witwatersrand), Professor A. GARRETON- 
Sitva (Chile), Professor Victor SoriANo (Uruguay), and 
Professor A. HURTADO (Peru). 


The Laboratory in Teaching 


Dr. J. W. PATTERSON (Western Reserve University, Cleve- 
land) described a new teaching programme at his medical 
school. The first year of the programme dealt with normal 
structure, function, growth, and behaviour, and the patient- 
physician relationship. The next two years was concerned 
with deviations from the normal and with the introduction 
of the student to disease. The third phase was a review of 
the basic material at the bedside and the care of patients. 
During the second six months of the first year on one day 
each week the students, working individually or in small 
groups, were expected to complete a simple problem, survey 
the literature related to it, organize an experimental test, 
evaluate the findings, and present the results to their 
colleagues. 

Professor L. P. Garrop (St. Bartholomew’s Hospital) said 
it should not be forgotten that no amount of planning or 
integration could take the place of the acquisition of factual 
knowledge. In pathology and bacteriology students should 
be given every opportunity to do as much practical work as 
possible. 

Dr. F. JEAN VINTER, secretary of the Universities Federa- 
tion for Animal Welfare, and Dr. Harry LILuie, of Dundee, 


also spoke. 
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SECTION D: PREVENTIVE AND SOCIAL 
MEDICINE 


Before the section began discussing the teaching of preven- 
tive and social medicine, Professor A. STAMPAR (Zagreb), a 
Vice-President of the Conference, spoke from the chair. 
After describing developments which had led to international 
collaboration in the field of medical education, he said that 
preventive and social medicine still did not find a proper 
place in the curriculum of many medical schools, but they 
had an opportunity to discuss it at the Conference, and to 
try to find a solution to the problems involved. 

The news of the death of Professor René Sand was 
received with much sorrow during the morning session. 
The chairman paid a tribute to Professor Sand, and the 
company stood for a minute in silence. 


Present Status 

Professor-emeritus H. PEQUIGNOT (Paris) gave an account 
of the instruction given in French faculties of medicine in 
hygiene and in preventive and social medicine. He said 
that traces of such instruction in the faculties of medicine 
were to be found even in the period before the Revolution, 
and during the nineteenth century chairs of hygiene were 
established. In a number of the faculties there existed side 
by side with the chair of hygiene special chairs in industrial 
health, sometimes associated with forensic medicine. Pre- 
ventive and social medicine did not now constitute a separ- 
ate specialty ; it was rather a new dimension of all medicine 
and of all medical work. 

Professor WILSON G. SMILLIE (Cornell University) said 
that all great physicians had fully recognized that medicine 
was a social science and an essential community service. 
Preventive medicine must be taught, as curative medicine 
was taught, at the bedside, in the clinic, and in the home. 
At Cornell University each student was assigned to one 
family which he followed throughout a year, and it was 
his duty to study their way of life ; he had an adviser with 
whom he discussed all special matters. 

Professor A. LESLIE BANKS (University of Cambridge) 
said that as long ago as 1868 the Board of Medical Studies 
at Cambridge recommended to the Vice-Chancellor that one 
of the four topics to be submitted to the candidate for his 
M.D. thesis should be State medicine. Since that period, 
and indeed within our own lifetime, the outlook had changed 
completely. The State had swung from an attitude of 
laissez-faire to an intense interest in the personal health 
and welfare of the individual. The research worker, clini- 
cian, and specialist in preventive medicine had so extended 
their spheres that they now overlapped. In spite of differ- 
ences between the various schools, the teaching of public 
health in Great Britain had now been replaced by the wider 
concept of social and preventive medicine. 

Professor J. H. TUNTLER (University of Groningen) 
thought that it was inevitable that a great deal of cura- 
tive practice would go permanently to specialists, but ample 
compensation for this loss might be found in the field of 
social medicine and in that of scientific investigation. The 
integration of social medicine with the undergraduate teach- 
ing of clinical and laboratory medicine was a sine qua non 
if the family doctor was to be preserved from extinction. 

Professor EDWARD GRZEGORZEWSKI (W.H.O.) thought that, 
looking at medical education from an international observa- 
tion point, it was obvious that the trend towards preventive 
and social aspects of medicine was almost universal. In 
face of inherent conservatism, medical schools were slowly 
accepting the idea, and this must be followed by practical 


measures. 


The Teaching of Preventive Medicine 
Professor G. A. CANAPERIA (High Commission for Hygiene 
and Public Health, Rome) gave a brief description of the 
teaching of preventive and social medicine in Italy. Hygiene 
was taught to Italian medical students during the fifth of 
their six years of study, but by this stage the mentality of 
the student had already turned to therapeutic medicine, and 


when finally faced with the discipline of social medicine he 
was already too much accustomed to the consideration of 
individuals only from the clinical point of view. 

Professor G. E. Hopss (University of Western Ontario) 
said that the level of health development in Canada was so 
high that the content of teaching in prevention must be 
different from what it was in areas which had not reached 
this level. The schools in the Dominion presented the wide 
variety of conceptions which were to be found in any area 
where traditionally health control had passed to a stage of 
maintenance, and where the classical preventable diseases 
were no longer major health problems. 

Dr. G. O. BARBER (United Kingdom), Dr. J. L. TRouPIN 
(W.H.O.), Professor ALAN M. CRITCHLEY (Iraq), Professor 
FeLrx Hurtapo (Cuba), Dr. E. M. Dimock (United King- 
dom), and Professor THOMAS FRANCIS (Michigan) took part 
in the discussion. 


Social Medicine as an Academic Discipline 


Professor T. MCKEOWN (University of Birmingham) first 
discussed the advantages which the use of experimental 
animals offered to the research worker. These included the 
use of pure stock—which made it possible to establish cer- 
tain laws of inheritance—the control of environment, arid 
the use of large numbers. The only serious disadvantage was 
uncertainty about the applicability of results obtained in the 
laboratory to man. He went on to say that there was a 
large class of problems appropriate to biological inquiry 
in which it seemed inconceivable that advance could be made 
by mere statistical methods unless the people using them 
were primarily biologists who turned to the collection of 
human data as an alternative to laboratory investigation. 
The task of assembling good data on man was one to which 
the department of preventive and social medicine should 
direct its attention. 

Professor A. STAMPAR (Yugoslavia) gave his definition 
of social medicine as a “science dealing on the one hand 
with mutual relations between social and economic condi- 
tions in the health of individuals and groups and on the other 
hand with measures of medical and social care for prevent- 
ing disease and promoting health.” The teacher of social 
medicine should be on equal footing with the holders of 
other chairs in the medical faculties. 


Social Medicine in the Curriculum 


Professor F. A. E. Crew (University of Edinburgh) said 
that the role of social medicine in the curriculum was to 
enable the student to acquaint himself with: (1) the human 
family, its biological significance and social function ; (2) the 
social function of medicine ; (3) the existing machinery of 
medicine in a selected country ; (4) the diseases of major 
social importance in the selected country ; and (5) the inter- 
relationship of medicine and statecraft in the field of human 
ecology. 

Dr. G. W. Gate (South Africa) drew a comparison 
between social aspects of medicine in the so-called under- 
developed countries and in the more highly organized com- 
munities. He then went on to describe the recently estab- 
lished medical school at Durban, where primarily Africans 
and other non-Europeans received training. It was pro- 
posed to make use of several health centres in the teaching 
of social medicine. 

Dr. W. P. DearinG (U.S.A.) said that no system of medical 
science and thought in the world to-day could claim the 
capacity to solve all health problems; some diseases of 
world-wide prevalence, such as malaria and enteric infec- 
tions, could not be dealt with effectively without the appli- 
cation of engineering and sanitary science. Others, such 
as the nutritional deficiency diseases, could not be dealt 
with effectively without attention to economic and social 
conditions. _ 

Dr. ROBERT SUTHERLAND (Leeds University) said that be- 
fore a medical student went on to study clinical medicine 
he should study preventive medicine. Throughout his study 
detail should be subordinate to an understanding of the 
whole man. 
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THE ENROLMENT IN MEDICINE 


Increase in Registrations 

The total number of names in the current Medical Register 
is 83,914, an increase of 1,658 over the corresponding figure 
on January 1, 1952. The number is higher by 6,343 than 
the average for the last 10 years, and higher by 15,248 than 
the average for the last 20 years. In 1933 the total number 
on the Register was 56,741. The number added by regis- 
tration*in 1952 (4,493) was the highest on record, having 
been greatly increased by Commonwealth registrations, 
which numbered 1,452, three times as many as the year 
before. As against this there were in 1952 an unusually 
large number of removals under section 14 of the Act of 
1858—the section which prescribes that names shall be 
removed after a stipulated period in the absence of any 
answer to the inquiry whether there has been cessation of 
practice or change of address. The number removed under 
the penal sections of the Act is no greater than it was 20 
vears ago, though in the meantime the total on the Register 
has increased by 40%. 

Of the persons whose names were added to the Register 
in 1952 1,848 of their registrations were in England, 673 in 
Scotland, and 506 in Ireland. The following Table gives 
the position of the Register at the end of each of the last 
10 years: 


by Death or 

Year Registration Restoration Removal Total 

1943 3,532 13 1,091 71,882 
1944 2,971 11 1,218 73,646 
1945 666 11 1,190 75,133 
1946 2,237 14 1,092 76,292 
1947 2,787 10 1,160 77,929 
1948 3,968 16 5,621 76,292 
1949 3,109 19 1,280 78,140 
1950 3,160 45 1,123 80,222 
1951 3,075 29 1,070 82,256 
1952 4,493 881 83,914 


The unusual removal figures for 1948 were due to re- 
movals from the temporary list following the passage of the 
Medical Practitioners and Pharmacists Act of the previous 
year and the transference of many of the names to the 
permanent list. 

The Student Entry 

The total number of students beginning the medical curri- 
culum proper during the year 1952-3 is estimated—the 
returns from some of the schools are. not complete—at 
2,512, which is about 50 fewer than the previous year. The 
annual entry during the last seven years has been between 
2,500 and 2,700. During the early years of this century, up 
to the time of the first world war, the annual entry of 
students was about 1,400. 

The training of medical students is shared between the 
teaching hospitals and the universities. In London the 12 
undergraduate teaching hospitals, and in England and Wales, 
apart from London, the 10 teaching-hospital centres in 
association with the universities, have been designated as 
teaching centres. In Scotland hospitals are not designated 
as teaching hospitals ; all of them come under the jurisdic- 
tion of the five regional hospital boards, but provision is 
made for inclusion on the boards of management of nomi- 
nees of the university on which the region is centred. In 
Northern Ireland the duty is laid upon the hospitals 
authority—a body corporate—to provide the Queen’s Uni- 
versity, Belfast, with adequate facilities for medical teaching. 


Provisional Registration 

Under the Medical Act, 1950, full registration is not 
granted without proof of experience—namely, a certificate 
that the applicant has been engaged in employment in a 
resident medical capacity in one or more approved hospi- 
ta!s or institutions (including an approved health centre) 
for the period prescribed by the regulations of the General 
Medical Council. January 1, 1953, was appointed as the 


day after which a newly qualified person would not be 
eligible for full registration unless and until he had, after 
passing his qualifying examination, served as house-officer 
in one or more such approved hospitals or institutions for 
12 months. 


The proposed form of certificate to be given by hospital 
authorities for submission to the licensing bodies when a 
provisionally registered practitioner has satisfactorily com- 
pleted a period of employment as house-officer has been 
circulated to licensing bodies, examining boards, and medi- 
cal schools for their observations, and is as follows: 


It is hereby certified that.............. | OOOO ONCE has 
been employed as shown below in a resident medical capacity (as 
defined in section 2 of the Medical Act, 1950) in the under- 
mentioned approved hospital or institution for the period 
specified, and that his service while so employed has been certified 
by a member of the consultant or specialist staff as satisfactory. 

Note: the signature below should be that of an officer of the 
board of governors, hospital management committee, or other 
employing body authorized to act in this behalf. 


Tithe Gf hhoapital Gr MstUtioe. «oo... cc cc cccccccccess 


I ce ct andecbesceeaband bekowe 
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The suggested form of certificate of experience to be given 
by licensing bodies in support of an application for full 
registration is as follows: 


Under subsection (2) of section 2 of the Medical Act, 1950, it 


is hereby certified that the............ (University or other Cor- 
poration) are satisfied : 
| has, after passing a qualifying examina- 


tion, been engaged in employment in a resident medical capacity 
in one or more approved hospitals or approved institutions as 
defined in the Act for a period of not less than 12 months— 
namely, .... months; 

(2) That during the said period the applicant has been 
engaged in medicine for a period of not less than six months— 
namely, .... months; 

(3) That during the said period the applicant has been 
engaged in surgery for a period of not less than six months— 
namely, .... months. 

(4) That any time spent in midwifery which has been counted 
for the purpose of the foregoing paragraphs (2) and (3) as time 
spent in medicine or as time spent in surgery is a period not 
exceeding six months—namely, .... months. 

(5) That any period of employment in a health centre which 
has been reckoned towards the completion of the periods in 
medicine and in surgery is a period not exceeding six months— 
namely, .... months. 

(6) That the service of the applicant while so employed has 
been satisfactory. 


The certificate has to be signed by an authorized officer 
of the university or corporation granting the qualifying 
diploma by virtue of which the applicant claims registra- 
tion. 

The General Medical Council has expressed itself satisfied 
that the compulsory internship schemes adopted in New 
Zealand and in the Union of South Africa may be regarded 
as substantially equivalent to the United Kingdom scheme 
for the purpose of ensuring that newly qualified practitioners 
shall acquire, as a condition of full registration, such. ex- 
perience as is specified in the Medical Act, 1950. Accord- 
ingly full registration is given to practitioners who have been 
registered in New Zealand or in South Africa after render- 
ing appropriate service under the compulsory internship 
scheme in operation in the country concerned. 

The @ouncil has set up a committee, consisting of the 
president (Sir David Campbell), Sir Henry Cohen, Dr. H. G. 
Dain, and Sir Cecil Wakeley, to consider and determine 
applications for the registration of Commonwealth and 
foreign practitioners which are not determinable under its 
general resolution. 


Fees for Registration 


The fees payable to the General Medical Council for 
registration under the Medical Acts are £5 5s. on provisional 
registration, and on full registration in the case of a person 
already provisionally registered, £6 6s., or in the case of any 
other person, £11 11s. Any person registered by virtue of 
section 7 of the Medical Practitioners Act, 1951, of the 
Republic of Ireland pays no fee on provisional registration, 
and pays a fee of £6 6s. on full registration. 
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On temporary registration by virtue of section 8 of the 
Medical Practitioners and Pharmacists Act, 1947, for a 
period of six months or less the registration fee is £2 2s. ; 
for any period between 6 and 18 months, £5 5s. ; and over 
18 months, £11 11s. 

On the insertion in the Register of any higher degree or 
additional qualification or of an additional recognized 
Commonwealth or foreign diploma, a fee of £1 is paid, 
and a fee of £2 on the entry of a recognized diploma in 
public health, sanitary science, or State medicine. The fee 
for restoration to the Register after erasure under section 14 
of the Medical Act is £1. 

The address of the General Medical Council is 44, Hallam 
Street, London, W.1. 








UNDERGRADUATE EDUCATION 


The Provisional Year 


The year 1953 has seen the introduction of the pre-registra- 
tion year as required by the Medical Act, 1950. The general 
testimony of the schools is that the introduction has been 
effected with the minimum of trouble. Thus from Leeds 
the Senior Administrative Officer in the Faculty of Medicine 
tells us that, “thanks to the co-operation of the regional 
hospital board and the hospital management committees in 
the region, the scheme got off to a very satisfactory start.” 
From the Welsh National School of Medicine the Provost 
says that the filling of approved posts in approved hospitals 
in terms of the Act has been carried out with little difficulty, 
leaving a certain number of vacancies for young practitioners 
from other schools. From Bristol the Dean writes that the 
medical students first to be affected by the Act have had no 
difficulty in finding posts, as the number of approved posts 
in the region considerably exceeds the number of students 
qualifying annually. Most of them have obtained posts in 
Bristol itself, and only three, for personal reasons, have gone 
outside the south-western region. So with other provincial 
schools. 

In London the Dean of Guy’s states that pre-registration 
appointments are available for those newly qualified, and 
every encouragement is given to men of promise to obtain 
the higher degrees and diplomas. The Secretary of St. 
Thomas’s says that, of the first big batch of students qualify- 
ing, those who failed to get pre-registration appointments 
at St. Thomas’s have had little or no trouble in obtaining 
suitable posts outside. He adds that the new regulations 
appear to create only one difficulty, and that is of mainten- 
ance before the first appointment is obtained, and between 
that and the subsequent one. 

The Sub-dean of London Hospital Medical College also 
states that the introduction of pre-registration house appoint- 
ments has not so far produced any major difficulties, but 
he considers it unfortunate that the General Medical Council 
should have been unable to put newly qualified mén on the 
Provisional Register until the university or college concerned 
had conferred its degree or had officially met to issue the 
diploma. This has resulted in an unfortunate delay between 
qualification and starting work, and ali the financial and 
other difficulties which are bound to result from such a time 
lag. He goes on: 

‘**In general, the most obvious weakness in postgraduate train- 
ing at the present time is that men are called up into the Forces 
12 months after qualification. The number of London Hospital 
graduates who have not in the recent past done two six-months 
house appointments is very small, and, therefore, pre-registration 
does not make much difference to them, but the majority would 
welcome the opportunity of 18 months of house appointments 
whether they later go into practice or into a specialty. In the 
former case most men wish to hold a house-physician’s and a 
house-surgeon’s post, and then spend six months in a midwifery 
appointment with a view to taking the diploma of the Royal 
College of Obstetricians and Gynaecologists. The men who 
have decided to specialize also require an uninterrupted 18 
months’ work after qualification, and it should be noted in this 
respect that the Royal College of Physicians, for example, will 
not allow a candidate to enter for the membership until he has 


been qualified 18 months. We feel that very great advantages in 


postgraduate training would result from an extension of the 
deferment from National Service after qualification from the 
present 12 to 18 months, and, although no doubt this would pro- 
duce administrative difficulties in the transitional stages of such 
an extension, eventually the Forces themselves would benefit 
from having better-trained junior medical personnel.” 
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LONDON UNDERGRADUATE SCHOOLS 


The University of London comprises twelve undergraduate 
medical schools, each of which is connected with a principal 
teaching hospital and with one or more—in two cases with as 
many as five—associated or constituent hospitals. 

It was intended, as stated in the Educational Num- 
ber of the British Medical Journal last year, that from 
October, 1953, revised regulations for the preclinical courses 


for the M.B., B.S. degrees would be introduced in the medical - 


schools of Guy’s, Middlesex, Royal Free, St. Barthdlomew’s, 
St. Mary’s, St. Thomas’s, and University College Hospitals. 
It has not, however, been possible to implement these new 
regulations of the University, and the new preclinical curri- 
culum has had to be indefinitely postponed. Therefore the 
procedure for entry at these schools remains unchanged for 
the coming year. The University has also decided that the 
new regulations shall not come into force in October, 1954. 

There follows some account, for which we are indebted to 
the respective deans or secretaries, of the individual schools. 

At Guy’s Hospital Medical School the first three years of 
preclinical studies are designed to prepare the student for 
the clinical work which will follow, and particularly for the 
eventual practice of medicine. There is a close link between 
the medical school departments and the wards. Oxford and 
Cambridge students are admitted for the three clinical years. 
The aim at Guy’s has always been to encourage responsi- 
bility from the moment the student enters on ward work. 
A three-monthly series of clerkships is arranged in the 
general wards and in special departments, so that students 
accept supervised responsibility for patients, and the 
emphasis is on bedside and out-patient teaching rather than 
organized lectures. There are, however, lectures and demon- 
strations organized by the directors of the. departments of 
surgery, medicine, obstetrics, paediatrics, and anaesthetics, to 
cover the whole curriculum. Pre-registration appointments 
are available for the newly qualified. 

Middlesex Hospital Medical School, owing to the Univer- 
sity’s decision that the new regulations for the preclinical 
curriculum shall not at present come into force, is continuing 
to admit students on the same lines as in the past, that is 
to say, either for first M.B. work, or, if they have obtained 
this examination externally, direct to the second M.B., and, 
in the case of students from Oxford and Cambridge, direct 
to the clinical course. These latter students are admitted 
in October or April each year, the preclinical students start- 
ing only in October. At.the beginning of the clinical course 
all students attend the introductory course for three months 
before starting their ward appointments. On qualification 
there are numerous provisional registration posts available 
within the hospital. By the beginning of the next session a 
small extension to the department of anatomy will have 
been completed ; this will afford increased facilities for the 
teaching of histology. The new Institute of Clinical Re- 
search and Experimental Medicine will also open in October 
and will provide the medical and surgical staff of the hospital 
with excellent facilities for research. The number of appli- 
cations received for admission to Middlesex remains far 
in excess of the number of places available. Students wish- 
ing to apply for admission to either the preclinical or the 
clinical course are advised to do so eighteen months or two 
years before the date at which entry is required. 


Final-year Students and General Practice _ 


A scheme has been introduced this session at the Royal 
Free Hospital School of Medicine by which clinical students 
in their final year may spend a fortnight with a general 
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practitioner, attending surgeries and rounds, and learning 
something of the organization of a practice. It has now been 
possible at the Royal Free to make a start on converting the 
rooms in the old buildings left empty on the transfer of two 
departments to the new wing. This work should be com- 
pleted in the summer vacation. At the hospital a new 
clinical lecture theatre has been erected, with a seating 
capacity of 150, and the extension of the Obstetrical and 
Gynaecological Department at Liverpool Road is now almost 
ready for occupation. The number of applicants for admis- 
sion remains much greater than the places available, but it 
is now possible to admit a larger number of students in 
the first year. From October the school will be admitting 
a group of students from the Royal Dental Hospital School 
for the preclinical course only. The school received during 
the year a legacy of some £50,000 through the generosity 
of the late Dr. Annie McCall. The fund is being used to 
found the Annie McCall Postgraduate Fellowship in Mid- 
-wifery, open to any woman graduate, and having a value of 
not less ‘than £1,000 a year, which may be held by one 
recipient for a period not exceeding three years. Fifty-five 
students have gained qualifying degrees during the past 
twelve months, including one with honours in medicine and 
one with honours in obstetrics and gynaecology. The pre- 
clinical teaching staff numbers 47, and the clinical 82, these 
being members of the clinical staffs of the Royal Free 
Hospital teaching group. The students last session num- 
bered 472 (including 12 postgraduate). The annual intake 
is approximately 120. 

The current academic year opened at St. Thomas's 
Hospital Medical School with an entry of 87—44 first-year, 
10 second-year, and 33 clinical students. During the past 
year 88 students qualified with a university degree, while in 
1951-2 45 old members of the school achieved higher degrees 
or diplomas (13 the Membership and 15 the Fellowship of 
the Royal College of Surgeons, 13 the degree of Doctor of 
Medicine, and 4 that of Master of Surgery). Statistics are 
definitely showing that from the academic point of view 
the second-year entries are much higher than those who 
start as premedical students. The qualification rate of 
Oxford and Cambridge graduates remains very high. There 
have been no major changes in the school during the past 
academic year. -Two new temporary lecture theatres which 
should be ready by October will help to relieve the con- 
gestion during full term and make examinations much easier 
to administer, as they will now cause no upset of teaching. 
In the hospital itself at long last some new building has 
started. The school and hospital are now stabilized after 
the upheavals of the war, and both are looking forward 
to a period of reconstruction. Planning is going on for the 
school, and it is hoped that future generations will see 
buildings worthy of the beautiful site that the hospital is 
fortunate enough to occupy. 

No special developments have to be recorded at University 
College Hospital Medical School during the past year. 
There has been no falling off in the number of applicants 
for places, and it has in fact been difficult to keep down the 
entry to the ideal number to be taught on the available 
hospital beds. It is perhaps worth recording that for the 
first time in the history of this school Part I of the London 
final examinations was held here as an internal examina- 
tion. The school has acquired a new playing field at 
Hendon. 

At St. Mary’s Hospital Medical School the number of 
applicants still greatly-exceeds the number of places avail- 
able, and during the last session nearly 700 applications 
were received, out of which 105 students were admitted. 
Work has begun on the alteration of nine houses in Sussex 
Gardens which will provide residential accommodation for 
80 students. The alterations should be completed by the 
middle of the session, and, as almost half the students at 
the medical school live in lodgings, a hostel so near at hand 
will be greatly appreciated. It is hoped that work on a 


further nine houses, to provide accommodation for 88 
students, will start as soon as the first part of the hostel is 
open, and this will mean that eventually the majority -of 


students who at present live in lodgings will be accommo- 
dated in the hostel. Dr. K. W. Cross, senior lecturer in 
physiology, has been appointed reader in human physiology 
in succession to Dr. J. L. Malcolm, who will be taking up 
a post at the National Institute for Medical Research in 
October. Dr. A. d’A. Bellairs, lecturer in anatomy in the 
University of Cambridge, has also been appointed reader 
in anatomy in place of Dr. J. J. Pritchard, who is now 
professor of anatomy at the Queen’s University, Belfast. 
The course of lectures on preventive medicine has been 
revised and expanded, and a number of visiting lecturers 
have been invited. Preparatory arrangements are being 
made to celebrate the centenary of the school next year. 


Revised Clinical Curriculum 


The year has seen the introduction at the London Hospital 
Medical College of a revised clinical curriculum. This now 
consists of the introductory course, a year of in-patient 
clerking and dressing, a three-months pathology course, and 
then a year in special departments, following which there 
is a period of up to five months during which the student 
attends general out-patient departments and also has a 
chance to reflect on his studies before going up to his finals. 
This is clearly resulting in a great improvement in the faci- 
lities for study in the major special departments of the 
hospital. The number of applicants for places at the London 
has remained very much the same as in recent years, though 
some signs of reduction had been expected by now. As 
usual, about half the students joining the school have 
obtained first M.B. exemption from school, and the remain- 
der come to the school after one year at Queen Mary 
College, one of the schools of the University. There is 
a slightly increasing tendency for students to leave school 
with exemption from two parts of the first M.B., and thus 
they have to spend one year studying biology. The demand 
from postgraduate students for general teaching at the 
London Hospital continues to be high, and the course in 
advanced medicine from January to March is very well 
supported. 

St. George's Hospital Medical School has for some time 
submitted to the handicap of cramped and inconvenient 
premises on the assumption that rebuilding was imminent. 
When it became obvious that no such project would be 
completed for at least a decade, the school, with the help 
of the University of London, embarked on a plan of re- 
construction at Hyde Park Corner, of which the greater part 
has now been completed. The administrative offices and 
students’ refectory and club were moved over a year ago 
to larger premises adjoining the school in Knightsbridge, 
while the old buildings were converted for the use of the 
department of pathology. The school now has an excellent 
building of three stories with adequate space to house patho- 
logical teaching and research. Increased facilities for 
clinical teaching are still needed, but, in view of the recent 
designation of another hospital, the situation should improve 
before long. In the meantime by rigidly restricting the 
entry to 45 students a year it is possible to maintain the 
St. George’s tradition of personal instruction to small classes. 
at the bedside. 


Progress in Cramped Quarters 


Charing Cross Hospital Medical School has had yet 
another year of progress in many different directions. Parti- 
cularly in the clinical years additional facilities have become 
available so that those who graduate are given every oppor- 
tunity to have first-hand knowledge of medicine in its widest 
aspects. The teaching staff of the school fully realize the 
importance of the application of theoretical knowledge to 
the practice of medicine, and this is borne in mind through- 
out the whole of the years of instruction. It is realized that 
the examination results furnish only one method of assess- 
ing the results of such a policy, but they have the merit of 
giving a statistical basis of assessment. 

When it was found that the University of London was 
unable to furnish the money necessary for opening the 
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departments of chemistry, physics, and biology, or to start 
the new integrated course for premedical subjects, immediate 
arrangements were made with the Northern Polytechnic for 
first M.B. students to undertake their studies in a special 
class devoted to Charing Cross students; 85% of those 
who took this course completed their first M.B. The second 
M.B. subjects of anatomy and physiology were given an 
equally satisfactory pass-list. 

During the clinical period the curriculum has been made 
more practical and realistic in several directions. The faci- 
lities for instruction in midwifery have been increased by 
an arrangement whereby students attend domiciliary confine- 
ments in London, and, now that the Kingsbury Maternity 
Hospital is part of the Charing Cross group, .rebuilding is 
taking place at Kingsbury, which will in the: near future 
furnish an up-to-date unit sufficient for teaching institutional 
midwifery to all the students. The time for which 
students are attached to selected general practitioners in 
their final six months has been reduced to three weeks. 
Increasing experience shows the extreme value of this 
tuition, and it is regarded enthusiastically by most of the 
students and practitioners concerned. The students them- 
selves have responded to these increased teaching facilities 
by working hard. Of the 27 candidates who presented them- 
selves for the first time at the M.B., B.S. (Lond.) examina- 
tion on the last occasion, 22 qualified at the first attempt 
(incidentally including all the women). Two further suc- 
cesses in the M.S. (Lond.) examination now place this 
medical school almost at the head of all the medical schools 
in London for the number who have obtained the M.S. 
degree in the last three years. 

The one great difficulty is still the cramped quarters in 
which the school is situated, but every effort is being made 
to find new accommodation and to alleviate the conditions 
under which everyone is working. Although the purchase 
of the 47 acres at Northwick Park for the site of the new 
hospital and medical school has now been completed, finan- 
cial stringency makes it improbable that a start on the 
actual buildings can be made for some little time. Mean- 
while during the summer vacation the school is being made 
more habitable by redecoration of the whole of the inside 
and outside of the present buildings in the heart of London. 

The preclinical departments of St. Bartholomew’s Hospital 
Medical College are now situated in Charterhouse Square. 
Here and at the hospital adequate facilities are available for 
instruction in all subjects, including pathology and mid- 
wifery. Over 100 hospital appointments are available each 
year to students who have passed their qualifying examina- 
tion. Clinical appointments are available for undergraduates 
each quarter. Scholarships and prizes to the value of £2,000 
are awarded annually. 


Facilities for Research 


King’s College Hospital Medical School provides the 
clinical training for students reading for the degrees of 
London, Oxford, and Cambridge. The hospital serves a 
large residential area and has one of the busiest out-patient 
departments in London. The preclinical subjects are taught 
in the Faculty of Medical Science, King’s College, London, 
where students are admitted for either the first or second 
M.B. course. At the college the students have the advan- 
tage of full college life and of associating with students of 
all the faculties. 

The clinical curriculum is kept under constant review, and 
in January of this year some modifications were made in the 
clinical introductory course, to which great importance is 
attached. Upon the successful results of a pilot scheme 
every student now has the opportunity of seeing at first 
hand something of the work of a general practitioner. It 
is hoped that more time may be allotted to this valuable 
experience when the scheme is fully established. 

Progress has been made in facilities for research at King’s 
College Hospital Medical School. The Cowburn Research 
Fellowship has been established with a fund of about 
£35,000. Regulations have been approved and the first 


Cowburn Fellowship is now being advertised. A suite of 
rooms in the hospital is being adapted to provide additional 
research accommodation, and research projects are assisted 
on the recommendation of the recently established King’s 
College Hospital and Medical School Joint Research Com- 
mittee. The larger part of the funds for research are pro- 
vided by the hospital from its endowment funds ; the Medi- 
cal School Council has also made available for research 
certain of its trust funds. 

The medical school has made arrangements with the 
Faculty of Medicine of the University of Toronto for an 
exchange of medical staff. The first exchange will take 
place this summer, when one of the King’s registrars will 
leave for Toronto and King’s will receive a doctor from 
that city, the holder of a Markle scholarship. A new demon- 
stratorship in morbid anatomy has been established with the 
object of providing experience in laboratory methods and 
research for intending clinicians. 

King’s College Hospital is fortunate in having 23 approved 
intern posts available every six months for its newly qualified 
students. No difficulty has been experienced in securing 
posts elsewhere for the few students who have not been 
appointed to pre-registration posts within the teaching hos- 
pital group. During the 12 months up to May of this year 
45 students gained qualifying degrees in medicine and 
dentistry in the Universities of London, Oxford, and Cam- 
bridge, including two with honours. Forty-seven students 
obtained the diplomas of the Conjoint Board. 

At Westminster Hospital Medical School the number of 
clinical students in attendance is 203, of whom 16 are women. 
Sixty-six students are carrying out their preclinical studies at 
King’s College, Strand, with a view to entering Westminster 
for the clinical period. Some 600 applications were received 
last year for an annual entry of 65; half are working for 
London University degrees and the remainder for Oxford 
and Cambridge degrees. There are 430 beds at Westminster 
Hospital for clinical practice allocated to general medicine, 
surgery, and obstetrics. The orthopaedic, the ophthalmic, 
and the ear, nose, and throat departments are also in the 
main hospital. Special instruction in paediatrics is provided 
at the Westminster Children’s Hospital, where there are over 
100 beds. The University has conferred the title of Reader 
in Bacteriology on Dr. B. W. Lacey, and of Reader in 
Morbid Anatomy on Dr. A. D. Morgan, and has added 
Mr. P. D. Trevor-Roper to its list of teachers recognized 
in ophthalmology. Mr. H. E. Lockhart-Mummery has 
been appointed to the newly instituted post of tutor in 
surgery. 

The scheme of occasional lectures to the firms in general 
medicine and general surgery by distinguished visitors from 
other institutions has been continued at Westminster with 
success, 

Forty vacancies a year in the Westminster Hospital teach- 
ing group have been recommended for pre-registration pur- 
poses and competition for these is keen. Visits to the sur- 
geries of general practitioners and the use of the Nelson 
Hospital, Wimbledon, for midwifery instruction, by permis- 
sion of the St. Helier Group Hospital Management Com- 
mittee—both reported last year—have continued with 
success, and, in addition, members of the genera] medicine 
firm attached to St. Stephen’s Hospital, Fulham, reside there 
in turn for part of the three-months period. This innovation 
has proved popular and is undoubtedly in the interests of the 
students. The various students’ clubs are vigorously alive. 





-— 





ENTRY AT OXFORD AND CAMBRIDGE 


Oxford University Medical School.—The number of pre- 
clinical students is restricted by decree. Selection of candi- 
dates is made by a central university committee ; their names 
are put forward by the colleges, and preliminary acceptance 


by a college is essential for any prospective medical student. 


Students reading medicine at Oxford must in addition qualify 
for a B.A. degree. Most medical students do this by taking 
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the final honours school of animal physiology, which nor- 
mally occupies them for one year after they have taken the 
first B.M. examination in organic chemistry, anatomy, and 
physiology. After taking the B.A. degree most students do 
a course of general pathology, bacteriology, and pharmaco- 
logy, lasting two terms, before going on to their clinical 
studies. The clinical section of the school has a very limited 
entry, so that a high degree of personal supervision and 
opportunities for practical experience may be ensured. 
Usually about two-thirds of the clinical students are drawn 
from the Oxford preclinical entry; the remainder come 
from other universities. The University hopes by 
assembling such a mixture of students to minimize any 
risk of parochialism among students who receive their 
entire medical training at Oxford. The Radcliffe Infirmary 
(505 beds) is the main teaching hospital, and is an active 
centre of clinical research, but practical instruction is given 
also in the other members of the United Oxford Hospitals 
Group (1,250 beds) and in the Wingfield Morris Ortho- 
paedic Hospital and the Littlemore Hospital for mental 
cases. In both medicine and surgery students spend half 
their time in a “ firm ” of four students and half in a “ firm” 
of eight. 

Cambridge University Medical School.—Admission to the 
University of Cambridge may be secured only by members 
of the colleges and of Fitzwilliam House. Most of the 
colleges will not admit candidates for the degree of M.B. 
and B.Chir. unless they have passed or secured exemption 
from three parts of the first M.B. examination. All college 
entries are subject to a university quota, and'the number 
wishing to enter still exceeds the number of places avail- 
able (about 220 per annum). Before a candidate can be 
admitted to the final M.B. examination he must obtain 
honours in a tripos (or if over standing for honours stan- 
dard, in Part I of the natural sciences tripos), must reach a 
qualifying standard’ in anatomy and physiology (or pass a 
qualifying examination in those two subjects), and must pass 
an examination in pharmacology. Part I of the final exami- 
nation—the basic subjects of. pathology, pharmacology, and 
therapeutics—may be taken after two years and three months 
of clinical study. Part Il, comprising medicine, surgery, and 
midwifery and gynaecology, may be taken two years and 
nine months or more after beginning clinical studies. Excel- 
lent facilities for bridging the gap between the preclinical 
and clinical periods are provided by the Long Vacation 
courses in elementary clinical methods and introductory 
psychology (including practical demonstrations) held each 
year in July and August. The course in elementary clinical 
methods is concentrated on instruction in the simple tech- 
nique of making a proper examination of patients attending 
the general and special departments of a hospital ; it includes 
lectures on the career of medicine, the social background of 
disease, epidemiology, and the practice of medicine in the 
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MEDICAL SCHOOLS IN ENGLAND AND 
WALES 


An _ Intelligence Test on Entry 


An innovation has been introduced in the University of 
Birmingham Medical §chool in that students on admission 
into the second year (the first preclinical year) are required 
to undergo an intelligence test conducted by the professor 
of education. As a result of this, each student at the outset 
of his career is given an intelligence quotient, and in the 
light of his subsequent performance it is hoped to gain 
information whether tests of this kind are likely to give 
any worth-while forecast of the student’s aptitude for medi- 
cine. The tutorial system, which was instituted last year 
at Birmingham, whereby members of the clinical staffs of 
the hospital offer to undertake the role of tutors for groups 
of four or five undergraduates during their years of hospital 
work, has made a good beginning. 


There have been two other interesting innovations at 
Birmingham. One of these, which was started a year ago, 
is a scheme on a voluntary basis whereby students in their 
final year may be attached to a general practitioner for two 
weeks in order to familiarize themselves with the work of 
general practice. The scheme was inaugurated by an 
informal discussion over a buffet supper to the participating 
practitioners and students, and many helpful suggestions 
for the future were made. The scheme is regarded as an 
improvement on the formal teaching of the intricacies of 
general practice by a university department. The other 
innovation was an exchange of students for two weeks with 
the University of Lyons. It is stated that the visit of the 
British students to the French university was not only 
enjoyable but instructive and helpful, giving them an insight 
into clinical work on the Continent. 

The number of applications received for admission into 
the Birmingham Medical School shows little sign of falling, 
but the remark is made that, generally speaking, the quality 
of the applicants is not as high as formerly. The necessary 
arrangements to satisfy the requirements of the Medical 
Act, 1950, have worked smoothly, and all newly qualified 
graduates are in pre-registration posts. To endeavour to 
obtain the fullest possible working co-operation between 
the Faculties of Medicine and Science, the clinical research 
unit, which is expected to be opened before the end of the 
year on the Queen Elizabeth Hospital site, will not only 
have accommodation for research work in the clinical 
departments but later a department of microbiology in the 
same building, to house members of the Faculty of Science 
who are interested in that subject. This is a notable year 
in Birmingham Medical School history, for both the Vice- 
Chancellor and the Vice-Principal of the University are 
not only medical men but Birmingham graduates. 


Student Exchange Scheme 


At the Medical School of the University of Durham the 
number of applications for admission during the academic 
year beginning in October next has been approximately the 
same as last year, and competition for entry has therefore 
been quite keen. Most candidates apply for direct entry 
to the second-year course by qualifying for exemption from 
the first M.B., B.S. examination by virtue of passes in the 
subjects of chemistry, physics, and biology at the advanced 
level in the general certificate of education examination. 
Plans for the first stage of necessary extensions to the 
medical school have now been approved and building 
operations authorized. The extension of the present build- 
ing will provide much needed additional accommodation 
for the department of physiology and for the teaching of 
pharmacology. Student activity has been as keen as ever. 
The annual meeting of the British Medical Students’ Asso- 
ciation was held at Newcastle-upon-Tyne last year, and 
was very successful. The Durham Medical Students Union 
has again arranged a student exchange scheme with the 
Medical School at Oslo, and several Norwegian students 
have been welcomed at Newcastle during the summer vaca- 
tion. 

The session 1952-3 in the Medical Faculty of the Uni- 
versity of Bristol has seen an increase in the number of 
students in the Faculty in that the maximum number of 
students who could be accommodated were admitted to the 
dental school and an additional year has been added to the 
veterinary school. The first students to take veterinary 
medicine at Bristol University are about to enter their 
final year. Work is about to begin on additional labora- 
tories and a lecture theatre in the department of medicine. 
The main operating theatres in the Royal Infirmary have 
been equipped with new sterilizers, and air-conditioning has 
been installed. Research has carried some members of the 
staff far afield. A team from the pharmacology department, 
under the auspices of the Medical Research Council, visited 
Uganda to make some metabolic studies, and another from 
the department of anatomy is at present studying in Switzer- 
land the effects of altitude on bone marrow. Some changes 





Ss at 
ago, 
their 
two 
k of 

an 
iting 
ions 
$ an 
s of 
ther 
with 


only 
ight 


into 
ing, 
lity 
ary 
ical 
fied 
to 
een 
rch 
the 
nly 
cal 
the 
nce 
ear 


are 


he 
nic 
he 


m 
he 
ed 
n. 
he 
ng 
d- 
on 
of 


O- 
id 
n 
1e 








Aua. 29, 1953 


MEDICAL SCHOOLS IN ENGLAND AND WALES 





495 


BRITISH 
MEDICAL JOURNAL 





have been made in the regulations for dental qualifications. 
In future the candidates for the diploma as well as the 
degree will be required to matriculate, and will take the 
same examinations up to the final. The B.D.S. course 
will be six months longer than that for the L.D.S., and the 
final B.D.S. examination will have an extra section to be 
taken at the end of five and a half years’ study. 

The intake of medical students at the University of Liver- 
pool in 1952 was 71 men and 23 women. Of this number 
46 were admitted to the first year of study and 48 to the 
second. It is stated that the number of applicants seems 
to be increasing, but the main factor in this apparent 
increase is the growing practice of candidates to apply to 
several medical schools. A new clinical curriculum has 
come into force the main features of which are: (1) that 
the present Part III of the final M.B. examination will be 
discontinued, forensic medicine becoming a subject (with 
pathology and bacteriology) of Part II, and public health a 
subject of the final qualifying examination ; and (2) that 
systematic lectures during the first five clinical terms will be 
given only at 9 a.m., the students spending the rest of the 
day in the hospitals to which they are assigned, whereas 
previously they returned to the medical school for an after- 
noon lecture. ® 

A new medical school building is in course of construc- 
tion. The first part, which will be ready for occupation 
towards the end of 1954, will house the departments of 
pharmacology and bacteriology. The framework of the 
new block consists of reinforced concrete columns and pre- 
stressed concrete floor beams—a technical development in 
construction used for the first time in this country. This 
year the University of Liverpool celebrates the fiftieth anni- 
versary of the granting of its charter. Sir Ronald Ross and 
Sir Charles Sherrington were members of the first senate. 


Changes in M.B. Courses 


The School of Medicine at Leeds admits 75 students each 
year, and the number of persons seeking admission still 
greatly exceeds the number of places, though it is remarked 
here, as it was at Birmingham, that there seems to be a 
shortage of really good candidates. During the last year the 
first M.B. course reverted to three terms, and consisted of 
four subjects—physics, chemistry, zoology, and botany. The 
content of the chemistry course is greater than that of many 
other degree (first M.B.) courses, and it is considered an 
advantage that candidates should have studied this subject 
at advanced level in the general certificate of education, 
although the minimum requirement is that they should have 
passed at ordinary level. - Complete exemption from first 
M.B. is not often given at Leeds. As from next October 
the second M.B. course will be a five-term instead of a six- 
term course. The revision of the clinical curriculum is 
under consideration, and it is hoped to start detailed plans 
in the coming session. 

Developments in the school are hampered to a- large 
extent by lack of accommodation. In order to overcome 
this the University is continuing its policy of adapting 
houses in the neighbourhood into research laboratories. In 
particular the departments of biochemistry and medicine 
will, it is hoped, soon be given additional accommodation 
in this way ; and as soon as possible more accommodation 
will be given to the departments of medical physics, radio- 
logy, and anaesthetics, 

Of the changes made in ordinances and regulations of the 
Faculty of Medicine at Sheffield only two appear to call for 
notice here. Pathology and bacteriology will each now 
form a separate part of the third M.B. examination ; and 
when the degrees of M.B., Ch.B. are awarded with 
“honours ” there will in future be no division into first class. 
and second class. The University has accepted an offer 
from Boots Pure Drug Company, Limited, to establish an 
annual prize in pharmacology in memory of the late Sir 
Jack Drummond. While no extensive new building can 
yet be reported at Sheffield, the adaptation of existing pre- 


mises has permitted considerable enlargement of the depart- 
ment of biochemistry. On the hospital side the expected 
opening in the autumn of the Charles Clifford Dental Hos- 
pital will greatly increase the clinical facilities open to the 
dental school. During the year the school suffered a loss 
through the death of Mr. J. E. Stacey, a noted clinical 
teacher of obstetrics and gynaecology, and the resignations, 
on their appointment to chairs in other universities, of 
Professors E. J. Wayne and H. N. Green. 

In the Manchester Faculty of Medicine 97 new students 
were admitted in October, 1952, 17 of them direct to second- 
year courses. The formal entrance requirement in mathe- 
matics has been discontinued, but it is strongly felt that 
applicants for admission to medical study should not under- 
estimate the importance of appropriate preparation in 
mathematics. The discontinuance of the formal faculty 
requirement enables intending applicants to get appropriate 
preparation in this subject in the most convenient way on 
advice from their schools. The regulations governing 
Parts II and III of the final M.B., Ch.B. examination have 
been modified in the light of experience. Candidates who 
present themselves in all four subjects of the final examina- 
tion may in certain circumstances be allowed to pass in 
any two or three of these. 

The Clinical Sciences Building in York Place, Manchester, 
is now complete and occupied by the departments of patho- 
logy, medicine, social and preventive medicine, occupational 
health, oto-laryngology, rheumatism research, and obstetrics 
and gynaecology. The space vacated in the medical school 
will ease the problems of accommodation, and extensive 
alterations are being carried out in the old building. 


Welsh National School of Medicine 


The new regulations for the degrees of M.B., B.Ch.(Wales) 
are now affecting students entering the clinical years of 
study in the Welsh National School of Medicine. The 
change of date for ending the preclinical period and begin- 
ning the introductory clinical course in the transitional 
summer term has brought with it inevitable difficulties in 
connexion with not only those students of thé school who 
fail in anatomy and physiology at the first attempt in March 
but also with students from some other schools who wish to 
pursue their clinical studies at Cardiff. Satisfactory solu- 
tions are, however, being devised. Further, the complete 
revision of the curriculum and time-table which has been 
undertaken has involved much work for the clinical dean 
and the office staff. It looks as if the gradual change 
from the old to the new system will take place smoothly 
enough. 

The amendment of the M.D. regulations is under active 
consideration with the “object both of raising the standard 
of the examinations and of throwing the degree open to a 
wide group of graduates by placing more emphasis on a 
thesis or published work and less on clinical proficiency. 

The very large undertaking of preparing a scheme for an 
entirely new medical and dental teaching centre has reached 
the end of its first stage, and a long and detailed report 
has been submitted to the Welsh Board of Health and the 
University Grants Committee. As it is intended to hold 
an architectural competition, no preliminary plans have 
been prepared, but the report is mainly in a form appro- 
priate to the preparation of schedules for such a competi- 
tion. 

The annual intake of medical students at present is 65. 
The number admitted each year to studies for the B.Pharm. 
is 35, to the course for health visitors 23, and to systematic 
instruction in midwifery 54 pupil midwives. Co-operative 
arrangements with the teaching and regional hospitals for 
short-term visits of consultants to the school have been 
successfully conducted throughout most of the year. 

For the first time in the history of the school the chair 
of obstetrics and gynaecology has been made whole-time. 
It has been filled by Mr. Archibald Sutherland 


Duncan. 
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SCOTTISH AND IRISH SCHOOLS 


In Glasgow University the last full year of students who 
followed the former five-year curriculum have qualified this 
summer and there will be only a small number of medical 
graduates from this school until July, 1955, when the first 
year of students pursuing the six-year curriculum will have 
completed their course and be due to graduate. Within 
the teaching establishment no new senior posts have been 
created, but retirement under the age limit is this year pro- 
ducing more than the usual number of changes in senior 
teaching personnel. The junior teaching staff has been 
augmented by a number of additions in the lecturer 
grade to the establishments of several individual depart- 
ments. 

There have been no changes of major importance during 
the year in the arrangement of the curriculum, but some 
minor reorganization of classes in the specialties has been 
undertaken with a view to spreading this instruction over a 
longer span of the whole clinical period. The main develop- 
ment in the Faculty of Medicine during the year has con- 
cerned the veterinary school. The first year of veterinary 
students to complete their university curriculum will appear 
for graduation in July, 1954. 

The number of applications for admission in 1953 at 
Edinburgh University to the course leading to the M.B., 
Ch.B. degrees has continued to be high in relation to the 
number of places available. The degree course occupies 
six years, and the stage has been reached where students 
begin in October next the final year of this curriculum. 
Firsteyear students for degrees in medicine, dentistry, and 
veterinary medicine attend the same first-year course, which 
has now been revised to permit students to take the first 
professional examinations in two parts, one in March and 
one in June, instead of all four subjects in June as formerly. 
With effect from June 2, 1953, there will be a new require- 
ment that two copies of theses for the degree of M.D. 
must be lodged. 

More places are now available in the School of Dental 
Surgery at Edinburgh for the five-year course leading to the 
degree of B.D.S. The five-year course for the degree in 
veterinary medicine and surgery (B.V.M.S.) began in 
October last. 

In the School of Medicine of the University of 
St, Andrews instruction in the subjects of the clinical years 
of study is given in Dundee, while the premedical and pre- 
clinical subjects can .be studied in either Dundee or 
St. Andrews. The annual intake of students to the Faculty 
of Medicine is limited to between 70 and 80 entrants to 
ensure that the hospital facilities available are sufficient 
to allow of adequate clinical instruction being given to 


each undergraduate as advised by the Goodenough 
Committee. 
In October, 1948, the six-year curriculum, recom- 


mended by the General Medical Council, was introduced, 
and the necessary rearrangement of work in the later years 
of study has now been completed. The Dean of the Medical 
School at Dundee expresses the view that so far the intro- 
duction of the National Health Service has had but little 
influence upon the undergraduate ; it has, however, called 
for a complete reorganization of postgraduate instruction 
with a view to the training of specialists. 

At both St. Andrews and Dundee there are excellent 
student residences which accommodate graduates from any 
of the faculties. Medica] students in their early years are 
encouraged to reside in these so that there is a width of 
contact among the undergraduates at this university which 
is of great educational value. In addition, the William Low 
residence for medical students, situated near the principal 
teaching hospital, is devoted exclusively to undergraduates 
in their clinical years of study. The University of 
St. Andrews has instituted chairs in social medicine 
and in child health, so that in this respect also the 


recommendations of the Goodenough Committee have been 
fulfilled. 

In the session 1952-3 at the School of Medicine, Aber- 
deen, there were 541 students. By resolution of the Senatus 
Academicus and approved by the University Court a candi- 
date for examination in the subjects of the first M.B., Ch.B. 
degree examination must enter for all the subjects together. 
A candidate who fails to pass in all three subjects at one 
Diet of Examination may obtain exemption from further 
examination in one or in two of the subjects provided that 
he attains a higher standard than the ordinary pass mark 
in such subject or subjects. Final-year medical students are 
attached to general practitioners in the district for one month 
in order that they may gain experience of general practice. 
The new building in Old Aberdeen in which the department 
of chemistry and related departments are to be housed has 
been opened since last September. 

At the Queen’s University of Belfast the maximum 
number of students (including dental students) who can be 
admitted to the medical school in any one year is 108. 
The six-year curriculum in the medical school now includes 
a special course in clinical tuberculosis for final-year 
students. Arrangements have also been made for a series 
of undergra@uate lectures by a general practitioner. Next 
year a scheme for domiciliary midwifery will be introduced. 
Instruction will be undertaken by a panel of six general 
practitioners. The new Institute of Clinical Science at 
Belfast is approaching completion and will be occupied 
during the coming academic session. It will add greatly 
to the facilities for teaching and research. 

The entrance requirements at Queen’s are : (a) the passing | 
of the matriculation examination in five subjects, three of 
which are compulsory—namely, English, mathematics, and 
a modern language ; (b) if the five subjects do not include 
Latin, the passing of this subject at a qualifying examina- 
tion; and (c) the passing of the premedical examination 
in physics and chemistry or other examinations recognized 
by the University as equivalent thereto. 

The School of Physic, Trinity College, Dublin, provides 
a complete training in the medical sciences in preparation 
for the degrees of M.B., B.Ch., and B.A.O. of the University 
of Dublin. Medical students are required to take a modi- 
fied Arts course leading to the degree of B.A. All courses 
and degrees are open to men and women alike. External 
students are not accepted. Outstanding recent develop- 
ments at Trinity College have been the establishment of the 
Moyne Institute of Preventive Medicine and of the new 
school of social medicine. 

The constituent colleges of the National University of 
Ireland are those of Dublin, Cork, and Galway. Between 
200 and 300 students graduate in‘ medicine from these 
colleges each year. 

The Royal College of Surgeons in Ireland admits to the 
pre-registration classes approximately 100 students each 
year. The normal method of entrance is by competition 
in the preliminary examination, but a limited number of 
places are given to those with exceptional qualifications and 
to certain students selected by the Colonial Office, to which 
all colonial students should apply, since, owing to limitation 
of numbers, they cannot be admitted to the entrance exam- 
ination. Nearly all students take the Irish Conjoint Board’s 
examination, but some take in addition the London exam- 
inations. Medical examinations are carried out on students 
at the beginning of the pre-registration year, and again 
before the clinical years begin. Two doctors give free 
medical care to students. 

During the past year the laboratory space for chemistry 
and physics has been doubled, two rooms for advanced 
work have been added to the anatomy department, and 
much additional apparatus has been obtained for the patho- 
logy department. This is the first experience of the intern 
year, and no difficulties have been encountered. The 
address of the Royal College of Surgeons in Ireland is 
St. Stephen’s Green, Dublin. 
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APPOINTMENTS OVERSEAS 


The Colonial Medical Service 
Openings in the Colonial Medical Service occur in all parts 
of the world, the largest number being in Africa, Malaya, 
and the Caribbean area.. Candidates must be British sub- 
jects holding medical qualifications registrable in the United 
Kingdom and should have had at least 12 months’ post- 
graduate experience in hospital before appointment. For 
the permanent service candidates must be under 40 or 45 
years of age, varying according to the age of retirement in 
the territory (in most territories 55). Short-term contract 
appointments are available for candidates above the age 
limits or those who do not wish to commit themselves to a 
Colonial career from the outset. In many Colonial terri- 
tories there is a scheme whereby doctors in the National 
Health Service may take up temporary posts up to six years 
without loss of N.H.S. pension rights. A gratuity is payable 
at the end of the overseas service, but those eligible for and 
desirous of transfer to the permanent and pensionable estab- 
lishment of the Colonial Medical Service may so transfer. 
Officers appointed to the permanent service are normally 
required to take a course in tropical medicine and hygiene 
either before going overseas or during their first furlough. 

A large number of specialist appointments exist in the 
Colonial Medical Service. These are normally filled from 
the service, and senior administrative appointments are 
almost entirely filled by the promotion of serving officers. 
The total number in the various Government medical 
departments amounts to some 800 European medical officers 
and an even larger number of officers appointed locally. 
Vacancies for women doctors arise from time to time, par- 
ticularly for those with special experience in obstetrics, school 
health, child welfare, and nutrition. 

Full particulars of terms and conditions of service may 
be obtained from the Director of Recruitment (Colonial 
Service), Colonial Office, Sanctuary Buildings, Great Smith 
Street. London, S.W.1. 


Other Appointments Abroad 

Medical schools overseas employ doctors from the United 
Kingdom as teachers. The recruiting agency for certain of 
the Colonial medical schools is the Inter-Varsity Fellowship 
for Higher Education in the Colonies. Some overseas hos- 
pitals, such as King George V Merchant Seamen’s Hospital, 
Malta, and the British Hospital, Lisbon, also employ British 
doctors, and short-term resident appointments are frequently 
advertised by Dominion and American hospitals. Medical 
staffs are also employed by certain commercial undertakings 
working abroad, including local engineering firms, develop- 
ment corporations, and mining companies. The larger 
shipping companies offer employment on a more or less 
permanent basis for about 100 ship surgeons. Application 
should be made to the various companies at their head office. 

A small number of British doctors are attached to certain 
of the British embassies and legations in capitals in Eastern 
Europe and the Near East, where they undertake medical 
care of the staffs and their families and sometimes of other 
British subjects. 

Missionary Medicine 

Medical missionary work offers opportunities to medical 
men and women who wish to give their services where the 
need is greatest. A doctor who has this service in view is 
advised to spend 18 months or two years in resident appoint- 
ments after qualification. Special missionary training is 
required by some of the societies. Although offers for life 
service are preferred, the service should be for terms of 18 
months to five years, according to the country and the 
climate. Opportunities for postgraduate study are offered 
during furlough. Applications from students or qualified 
men and women should be made either to the secretary of 
one of the denominational or interdenominational societies, 
through the local branch of the Student Christian Movement, 
or to the chairman, Medical Missionary Board of the Confer- 
ence of British Missionary Societies, Edinburgh House, 2, 
Eaton Gate, London, S.W.1. 


MEDICAL SERVICE OF THE L.C.C. 


The largest local authority in the country, the London 
County Council, employs about 100 whole-time medical 
officers in its Public Health Department, and also nearly 
500 part-time medical officers. The duties of those holding 
whole-time appointments in the higher grades are mainly 
administrative. Generally speaking, the senior officers have 
graduated through the clinical field, and have special 
knowledge in at least one branch of the service. The 
assistant medical officers are mainly engaged in the school 
health and maternity and child welfare services. Suitable 
qualifications are the D.C.H. and the C.P.H. or D.P.H. 
Arrangements are made for some of the officers to have 
clinical responsibilities at hospitals and to gain experience 
of environmental health services in the metropolitan 
boroughs. 

The part-time officers are employed in a variety of work— 
for example, in residential nurseries, welfare institutions, 
staff examinations, sessional work at clinics, and in school 
medical inspection. By arrangement with the London 
School of Hygiene, the Institute of Child Health, and several 
undergraduate schools, students have the opportunity of 
gaining experience in the Council’s various services. 

The salary of the medical officer of health to the Council 
is £4,000 a year, and that of the deputy medical officer is 
at present on the scale of £2,050—-£250 (biennially)-£2,550. 

For divisional medical officers the salary scale varies 
according to the population of the division (London is 
divided into nine such areas). In divisions which have a 
population of up to 400,000 the scale is £1,500—-£50-£1,900, 
and for those with a population of over 400,000 it is £1,600- 
£50-£1,950. There is one exception to this general pattern— 
namely, a divisional medical officer who is also medical 
officer of health of the two metropolitan boroughs com- 
prising his division. His scale is £2,400-£100-£2,600, then 
plus £50 to £2,650. This officer has two assistant divisional 
medical officers (£1,470-£1,770 and £1,170-£1,420), each of 
whom is also deputy medical officer of health of one of 
the boroughs. The scales of other assistant divisional 
medical officers are £1,350—-£50—-£1,650, up to 400,000 popu- 
jation, and £1,400-£50-£1,700, over 400,000. The scales for 
other grades are : Senior principal medical officer, £1,950- 
£112 10s.—£2,175 ; principal medical officers and psychiatrist 
(whole-time), £1,650-£50-£1,950; senior assistant medical 
officers, £1,250—£50-£1,500 ; and assistant medical officers, 
£850-£50-£1,150 (at present under review following an award 
of the Industrial Court). 








DEGREES AND QUALIFICATIONS 


All the universities confer degrees and diplomas admitting 
primarily to the Register. The abbreviations for registra- 
tion following a pass in the final examination in the uni- 
versities are M.B., Ch.B. in the universities of Birmingham, 
Bristol, Leeds, Liverpool, Sheffield, the Victoria University 
of Manchester, and the four Scottish Universities; M.B., 
B.Chir. in the University of Cambridge ; M.B., B.S. in the 
universities of Durham and London; B.M., B.Ch. in the 
University of Oxford; M.B., B.Ch. in the universities of 
Wales, Belfast, the National University of Ireland, and the 
University of Dublin; and L.Med., L.Ch., also in the Uni- 
versity of Dublin. 

About 30% of those who pass the final or qualifying 
examinations do so unde® the auspices of one of the three 
Conjoint Boards—English, Scottish, and Irish. Candidates 
for the English Conjoint are examined by the Examining 
Board in England of the Royal Colleges of Physicians and 
of Surgeons (Examination Hall, Queen Square, London, 
W.C.1). The diploma is M.R.C.S.Eng., L.R.C.P.Lond. The 
Board’s examinations are held four times a year. The Scot- 
tish Conjoint Board furnishes the triple qualification of the 
Royal Colleges of Physicians and of Surgeons of Edinburgh 
and the Royal Faculty of Physicians and Surgeons of Glas- 
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gow (L.R.C.P.&S.Edin., L.R.F.P.S.Glas.). These three bodies 
have an arrangement by which, with one series of exami- 
nations, students may obtain the diploma. Details may be 
obtained from the Registrar, 18, Nicolson Street, Edinburgh, 
8. The joint licence in medicine, surgery, and midwifery is 
issued by the Royal College of Physicians of Ireland and the 
Royal College of Surgeons in Ireland (L.R.C.P.1L&L.M., 
L.R.C.S.L&L.M.). Regulations can be obtained from the 
secretary of the Conjoint Board, Royal College of Surgeons, 
St. Stephen's Green, Dublin. 

The Irish Conjoint Board differs fundamentally from the 
English and Scottish Conjoint Boards in that it has a large 
teaching school under its control. After passing an ap- 
proved examination in general education, candidates for 
the qualifying diplomas are required to do a one-year course 
in chemistry, physics, and biology, these subjects being 
treated with special reference to their applications in medi- 
cine. After passing the pre-registration examination in these 
subjects a five-term course in anatomy and physiology is 
followed, There is then a preclinical term in which an 
introductory course is carried out at the hospital, and this 
is followed by three years’ clinical work. There are three 
professional examinations. Candidates are accepted from 
most of the recognized schools at home and abroad, but in 
practice 99% of the candidates are from the schools of 
surgery which are controlled by the Royal College of Sur- 
geons in Ireland with the co-operation of the Royal College 
of Physicians of Ireland in matters which are within the 
province of medicine proper. 

The Society of Apothecaries of London (Apothecaries 
Hall, Black Friars Lane, E.C.4) confers a diploma regis- 
trable under the Medical Act, 1886 (L.M.S.S.A.Lond.). 
Examinations for the final subjects are held monthly, except 
in September, and examinations in anatomy, physiology, 
and materia medica are held quarterly. 

The licentiateship of the Apothecaries Hall of Dublin (95, 
Merrion Square, Dublin) entitles to registration under the 
Medical Act, 1886. It enables the holder to practise 
pharmacy as well as medicine, surgery, and midwifery, which 
means that he may, if he so desires, open a medical hall. 
The Hall is an examining body only. The students who.take 
its examinations are students of a medical school. The refer- 
ence to pharmacy may be misleading; it concerns only 
people who are qualifying to become apothecaries—that is 
to say, doctors, not pharmaceutical chemists. 

Diplomas in medicine and surgery registrable in the Com- 
monwealth List are granted by the Universities of Sydney, 
Queensland, Adelaide, and Melbourne; Ceylon Medical 
College ; the University of Ceylon ; the University of Hong 
Kong; the Royal University of Malta; the University of 
New Zealand ; the universities of South Africa, Capetown, 
and Witwatersrand, and (in the case of degrees granted on 
or after October 24, 1947) the University of Pretoria; the 
King Edward VII College of Medicine, Singapore, the Uni- 
versity of Malaya; and the Punjab University, Pakistan. 
Diplomas of the Universities of Alberta, Manitoba, the 
Dalhousie University, Nova Scotia, the College of Physi- 
cians and Surgeons, Manitoba, the Newfoundland Medical 
Board, the Provincial Medical Board, Nova Scotia, and the 
Medical Council, Prince Edward Island, are registrable, pro- 
vided registration is sought either after examination in the 
Province concerned or after examination held by the Medi- 
cal Council of Canada and acceptance by the provincial 
authorities. Membership of the Colleges of Physicians and 
Surgeons of Alberta and Saskatchewan is also registrable. 
The M.D., C.M. of Halifax Medical College is registrable 
if obtained before August 31, 1911. With some exceptions 
and subject to dating, the registrable qualifications of the 
universities of India are recognized. The M.B., B.S. of the 
University of Rangoon, Union of Burma, if granted on or 
after December 10, 1936, is registrable. The registration, 
if previous to January 3, 1948, before the Union of Burma 
became a foreign country to which Part II of the Medical 
Act, 1886, applies, is in the Commonwealth List; if after 
that date, in the Foreign List. 


Higher Qualifications 


A full list of degrees, diplomas, and courses of instruction 
for higher qualifications, with details of regulations, and 
fees and courses, appears in the Medical Practitioners’ Hand- 
book, published by the British Medical Association. 

The Royal College of Physicians of London (Pall Mall 
East, S.W.1) confers its Membership (M.R.C.P.Lond.) by 
examination. The pass for Membership is a written exami- 
nation in the form of a paper on questions of medical 
anatomy, pathology, and principles of medicine; a paper 
on questions on the practice of medicine, including the 
principles of public health, and on psychological medicine ; 
a clinical examination in the clinical wards of a hospital ; 
and an oral examination. Fellowship of the College is 
gained by election by the Fellows. 

The Royal College of Surgeons of England (Lincoln’s 
Inn Fields, London, W.C.2) grants its Fellowship (F.R.C.S. 
Eng.) to those who pass its primary and final Fellowship 
examinations. The primary examination, partly written 
and partly oral, is held in January and July, and the final © 
examination, written, practical, and oral, and including 
examination of patients, in May and November. 

Medical graduates who desire to specialize in obstetrics 
and gynaecology may apply for entry to the Membership 
Examination of the Royal College of Obstetricians and 
Gynaecologists (58, Queen Anne Street, London, W.1). 
A minimum of three years’ residence in hospital posts 
recognized for the examination is required before applica- 
tion is made. The Fellowship is granted to Members who 
are judged by the Council to have advanced the science 
and art of obstetrics and gynaecology. The College also 
grants a diploma in obstetrics (D.Obst.R.C.O.G.) to practi- 
tioners who pass an examination after having special experi- 
ence in obstetrics in resident appointments recognized by 
the College. 

The Royal College of Physicians of Edinburgh (9, Queen 
Street) requires of its candidates for Membership that they 
shall have been qualified for at least two years. The exami- 
nation is in the principles and practice of medicine and 
also in a selected department of medicine. Fellows must 
have been members of the College for at least three years. 

The Royal College of Surgeons of Edinburgh (18, Nicol- 
son Street) has a two-part examination for its Fellowship: 
the first a written paper and oral examination, and the 
second, a written paper, a clinical and practical examina- 
tion, and an oral examination in the principles and practice 
of surgery. and in an optional subject. 

The Royal Faculty of Physicians and Surgeons of Glasgow 
grants, after examination, a Fellowship qua physician and 
a Fellowship qua surgeon (F.R.F.P.S.G.). Candidates for 
a Fellowship in medicine must have been qualified for not 
less than three years and have been engaged during one of 
those years in full-time clinical work in a recognized hos- 
pital and have spent two other postgraduate years in 
approved medical work. The examinations are clinical, 
written, and oral. For admission to examination for the Fel- 
lowship in surgery the requirements are similar to those for 
the Fellowship in medicine examination, and the examination 
is clinical, written, and oral. : 

The Royal College of Physicians of Ireland grants its 
Membership on examination. The Fellowship, for which 
the members of the College are eligible, is granted by 
election. 

The Royal College of Surgeons in Ireland requires two 
examinations—primary and final—for its Fellowship. The 
first is in anatomy, physiology, and pathology, and the 
second in surgery. 

All the universities confer the higher qualifications of 
Doctor of Medicine and Master of Surgery. Liverpool has 
the degree of Master of Orthopaedic Surgery. At Durham 
the regulations for the degree of Doctor of Surgery ceased 
to operate from 1952. The new regulations provide that 
in order to qualify: for the degree of Doctor of Surgery a 
candidate must be of at least six years’ standing from 
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admission to the degrees of M.B. and B.S. of the Univer- 
sity, and the degree will be awarded primarily in considera- 
tion of individual contributions to surgical knowledge either 
published or in the form of a thesis on a subject or subjects 
concerned with surgery approved by the Board of the 
Faculty of Medicine. At Leeds the degree of Master of 
Surgery may be conferred upon Bachelors of Medicine and 
of Surgery of the University of not less than five years’ 
standing. Candidates for the degree are required to pursue 
a course of advanced study and research for two years, one 
year of which may be part-time. University requirements 
for the higher qualifications vary and particulars should be 
obtained from the one selected. 

The Faculty of Radiologists offers a Fellowship (F.F.R.) 
to medical graduates of five years’ standing who have spent 
at least one year in general clinical work at approved hos- 
pitals, hold a radiological diploma, and, since obtaining it, 
have practised radiology exclusively for at least two years. 
Candidates are required to pass an examination. Those 
who hold higher medical or surgical qualifications may be 
exempted from the examinations in general medicine, general 
surgery, and pathology. 








POSTGRADUATE EDUCATION 


Facilities in London 


To provide postgraduate education in London, supplement- 
ing the provisions at the undergraduate medical schools and 
teaching hospitals, a joint board has been set up through 
which the three Royal Colleges and the British Postgraduate 
Medical Federation co-operate. Each of the three Royal 
Colleges arranges courses of lectures in the clinical aspects 
of its specialties and provides expert advice and guidance 
on suitable hospital appointments and programmes of study 
for candidates for its higher qualifications. At the Royal 
College of Surgeons there is residential accommodation for 
postgraduate students. The services of the staff at the 
central office of the Federation (2, Gordon Square, London, 
W.C.1) are available to all postgraduates, including those 
from the Commonwealth and Empire, and foreign countries. 
The Federation is arranging a fourth series of advanced 
lectures, to be delivered two afternoons a week at the 
London School of Hygiene and Tropical Medicine during 
the autumn and winter terms of the 1953-4 session. The 
lectures are designed specially for research workers and 
specialists in training and are open to all registered medical 
practitioners without fee. Further details appear in the 
advertisement pages of this issue. 


British Postgraduate Medical Federation 


The British Postgraduate Medical Federation, which is a 
school of the University of London, comprises the Post- 
graduate Medical School at Hammersmith (with its univer- 
sity departments of general medicine, general surgery, and 
pathology) and 14 specialist institutes, each concerned with 
some clinical branch of medicine or surgery and associated 
with the special postgraduate teaching hospitals. These 
institutes are in various stages of development, and the 
numbers of students who can be admitted to the clinical 
practice of some of the hospitals are limited. Resident 
clinical appointments are available in the teaching hospitals 
to suitable students of the institutes, and these provide the 
most valuable form of postgraduate education. There are 
opportunities for research by selected graduates. At all 
the institutes courses of instruction are given throughout 
the academic year. These are suitable for graduates in the 
early stages of their specialist education and also for those 
who have completed their practical training. Two or more 
years of hospital work in general medicine and general sur- 
gery after graduation are normally advisable before begin- 
ning work in the special branches. 

The work at the institutes is of an advanced type and 
comprehensive enough to enable graduates with suitable 
practical experience to prepare for higher degrees and 


diplomas. Emphasis is placed on clinical and laboratory 
teaching, supplemented by lectures and demonstrations. The 
Federation awards annually a number of travelling fellow- 
ships to graduates working in medical schools or hospitals 
of the University of London, for the purpose of studying 
abroad. In addition refresher courses and other forms of 
continuing education for general practitioners are arranged 
at hospitals throughout the four metropolitan regions. This 
is done with the assistance of regional advisers in post- 
graduate medical education. 

It is essential for prospective postgraduate students from 
abroad to make their arrangements well in advance. Those 
sponsored by their governments, universities, or other offi- 
cial bodies receive first consideration in the allotment of 
vacancies. Established specialists from overseas who are 
here for a short time, and who wish to see something of 
the practice of this country, are always welcome ; they are 
regarded as visiting colleagues, and the experts in their 
respective specialties are always ready to receive them and 
demonstrate their work and teaching. An information 
bureau of postgraduate activities in London and other 
university centres is maintained. The director of the 
Federation is Professor Sir Francis Fraser. 

The Postgraduate Medical School of London (Hammer- 
smith Hospital, Ducane Road, W.12) has university depart- 
ments in medicine, surgery, and pathology. The teaching 
in the clinical departments, ‘based on ward work, is continu- 
ous and is supplemented by lectures during three 10-week 
terms starting in January, April, and October. A course 
for the University diploma in clinical pathology, lasting one 
year, is available for a limited number of selected students. 
The department of radiology of the hospital provides courses 


for the diplomas in medical radiology of the Conjoint | 


Board. All these courses begin in October. Long-term 
and short-term tuition in anaesthetics is provided for a small 
number of students. 


The Specialist Institutes 


Below are very brief particulars of each of the specialist 
institutes, with the name of the hospitals with which they 


are associated. 

Institute of Psychiatry (Bethlem Royal and Maudsley Hospitals, 
Denmark Hill, London, S.E.5).—Training normally covers two 
or three years after experience elsewhere in general medicine and 
is based on responsible hospital duties under supervision. Regu- 
lar series of lectures and demonstrations given throughout uni- 
versity terms. Clinical training continues throughout year and 
includes seminars and case discussions. Students who, having 
had previous experience, do not wish to take comprehensive two- 
year course are able to attend limited series of lectures and 
clinical instruction. A course in technique and clinical appli- 
cation of electroencephalography is held jointly with Institute 
of Neurology two or three times a year. There are facilities for 
original investigations under supervision in the clinical depart- 
ments and in the psychological, neuro-anatomical, electro-physio- 
logical, and biochemical departments. 

Institute of Laryngology and Otology (Royal National Throat, 
Nose, and Ear Hospital, Gray’s Inn Road, London, W.C.1, and 
Golden Square, London, W.1).—Comprehensive full-time course 
lasting eight months held twice a year, beginning February and 
September: first three months devoted to a study of the basic 
sciences of the specialty and the following five months to the 
clinical aspects. Part-time advanced revision course, lasting 10 
or 12 weeks, suitable for students preparing for higher qualifica- 
tions, held twice yearly, beginning February and August. 

Institute of Ophthalmology (Judd Street, London, W.C.1; 
associated with the Moorfields, Westminster, and Central Eye 
Hospitals).—In addition to teaching by attendance on hospital 
practice, a routine lecture and tutorial course, normally cover- 
ing two terms of approximately 18 weeks each, is held twice a 
year, beginning in March and October. The first part is devoted 
to anatomy, embryology, histology, physiology, optics, and 
elementary clinical instruction, and the second part to bacterio- 
logy, pathology, operative surgery, medical opthalmology, and all 
aspects of ophthalmic disease. Clinical teaching and lectures are 
given at a higher level for advanced students. There are facili- 
ties for research for suitably qualified candidates. 

Institute of Child Health (Hospital for Sick Children, Great 
Ormond Street, London, W.C.1; Queen Elizabeth Hospital for 
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Children, Hackney; and Postgraduate Medical School, Hammer- 
smith).—Provides tuition throughout the year in three terms of 
three months each, beginning in January, April, and October. 
In addition a series of lectures by specialists and experts in 
various spheres is given each term. 

Institute of Obstetrics and Gynaecology (Queen Charlotte’s 
Maternity Hospital, London, W.6; Chelsea Hospital for Women, 
London, S.W.3; and Department of Obstetrics and Gynaecology, 
Postgraduate Medical School).—Teaching based on ward work, 
supplemented by lectures and demonstrations during two terms 
of three months’ duration beginning in March and September. 
Short intensive courses of a fortnight’s duration, held in June 
and December each year, suitable for students preparing for 
higher qualifications. 

Institute of Neurolegy (National Hospital, Queen Square, Lon- 
don, W.C.1, and Maida Vale Hospital for Nervous Diseases, 
London, W.9).—Teaching mainly by attendance on the hospital 
practice, supplemented by lectures and demonstrations. Two 
whole-time courses in clinical neurology held annually, beginning 
in January and October. Clinical instruction in neurosurgery 
given throughout the year. Courses of clinical demonstrations 
(two weekly) held several times a year. Advanced students 
appointed as clinical clerks in the wards or attached to special 
departments and research laboratories. 


Institute of Orthopaedics (Royal National Orthopaedic Hospi- 
tal, Great Portland Street, London, W.1).—Complete training in 
orthopaedics to selected graduates already trained in general 
surgery and basic sciences is offered by means of clinical appoint- 
ments covering a period of two or three years, with opportunities 
for research. For graduates requiring a less extensive period of 
education in the specialty, and especially for those who have 
acquired practical experience overseas or elsewhere, a series of 
advanced courses is held each year, beginning in October, and 
each lasting 7 to 10 days. Twice a year, in April and September, 
a short revision course of a week’s duration is held in advanced 
clinical orthopaedics. The country hospital at Stanmore, as well 
as the central hospital in Great Portland Street, is attended by 
postgraduate students. 

Institute of Dental Surgery (Eastman Dental Hospital, Gray’s 
Inn Road, London, W.C.1).—To train dental practitioners in the 
special branches of preventive and therapeutic dentistry. A six- 
months course for candidates preparing for the F.D.S. of the 
Royal College of Surgeons begins in January and July. 

Institute of Cancer Research (Royal Cancer Hospital, London, 
S.W.3).—Postgraduate lectures and courses of instruction are held 
for students studying for the M.Sc. degree in biophysics and for 
the D.M.R. Facilities are afforded to those wishing to pursue 
research in the clinical and pathological aspects of cancer. Facili- 
ties are also available for research into the physical and biologi- 
cal foundations of medical radiology. There are laboratories for 
chemical, biochemical, and histological investigations into cancer 
and allied diseases. 

Institute of Diseases of the Chest (Brompton Hospital, Lon- 
don, S.W.3, and London Chest Hospital, E.2).—Students may 
enrol for one term or more on an approximately half-time course, 
and arrangements are made for students who intend to specialize 
in diseases of the chest to attend a whole-time comprehensive 
course during the two terms, beginning in October and January. 
Courses consist of clinical work in wards and out-patient depart- 
ments, lectures, and demonstrations. A small number of students 
with adequate experience can be accepted for training in thoracic 
surgery. Part-time instruction in radiology of the chest for 
trainee radiologists only is given each term. 


Institute of Cardiology (National Heart Hospital, Westmore- 
land Street, London, W.1).—Six appointments of registrar type 
offered each year to physicians in training as cardiologists who 
already have a sound grounding in general medicine. General 
physicians may enrol for full-time or part-time instruction for 
one term of approximately three months. Three intensive courses 
of lectures and demonstrations, each lasting a fortnight, are held 
in February, June, and November. 

Institute of Dermatology (St. John’s Hospital for Diseases of 
the Skin, Lisle Street, London, W.C.2).—Throughout the year 
clinical teaching takes place in the out-patient department twice 
daily, and ward instruction is given in the in-patient unit at the 
Eastern Hospital. There are also facilities for study and tuition 
in pathology, including mycology, radiotherapy, physiotherapy, 
and clinical photography. A short course of lectures is given in 
the summer months, and a longer and more systematic course in 
the winter. In addition, courses of clinical demonstrations are 
given for candidates for higher degrees and diplomas. Discus- 
sion on cases of special interest, to which students attending the 
courses are invited, takes place once a week. 


Institute of Urology (St. Peter’s, St. Paul’s, and St. Philip’s 
Hospitals, London, W.C.2).—Comprehensive instruction is given 
in the wards, out-patient departments, operating theatres, labora- 
tories, etc., throughout the year. Advanced intensive course of 
one to two weeks’ duration held in June. Week-end courses of 
demonstrations and lectures held in January, April, and October 
for higher examination candidates. Courses of lectures and 
demonstrations of clinical and laboratory material are held from 
time to time in co-operation with members of the Medical Society 
for the Study of Venereal Diseases, each course of two months’ 
duration. During these courses the practice of the venereal 
department is open to students. In the winter a series of lecture- 
discussions on urological subjects of interest to the whole pro- 
fession are held. Limited numbers of clinical assistants are 
appointed from time to time to individual surgeons for personal 
tuition. 

Institute of Basic Medical Sciences (Royal College of Surgeons 
of England).—Comprises the departments of anatomy, physio- 
logy, pathology, and pharmacology of the Royal College. The 
Institute co-operates with other specialist institutes of the Federa- 
tion in providing facilities for practical work and instruction in 
the basic medical sciences. There are opportunities for research 
for selected graduates. Full-time or part-time courses of three 
months’ duration, suitable for candidates for higher degrees and 
diplomas, begin in April and October. 

At this last institute and at several of the others there 


are revision courses periodically. 


Fellowship of Postgraduate Medicine 


The Fellowship of Postgraduate Medicine (60, Portland 
Place, London, W.1) provides general information on post- 
graduate work, and arranges courses for, though not restric- 
ted to, candidates for the higher degrees. These include 
general medicine, general surgery, proctology, obstetrics, and 
children’s diseases. Some are full-time courses lasting from 
one to two weeks; others are spread over longer periods 
and are intended particularly for postgraduates who are not 
free for full-time study. The Fellowship also arranges week- 
end courses, occupying the whole of a Saturday and ‘Sunday. 
These are given in various hospitals and include such sub- 
jects as general surgery, general medicine, orthopaedics, 
rheumatic diseases, and infectious diseases. 


Facilities at Oxford 


Postgraduate medical education for general practitioners 
takes very much the same course at the United Oxford 
Hospitals and in the region as it has done for the past two 
years. Sir Robert McCarrison, the director of studies of 
the Postgraduate Medical Education Committee of the 
University, has decided to cut down the number of set 
courses and is anxious that such courses as are likely to 
take place should have the form of a “seminar” in which 
general practitioners attending will be asked to examine 
patients and thereafter discuss their findings and suggestions 
for treatment with the specialists and other practitioners 
present. 

The programme of the United Oxford Hospitals for 1953-4 
includes ward-rounds in medicine, surgery, gynaecology, and 
tuberculosis ; clinical demonstrations in chest diseases, 
paediatrics, infectious diseases, psychiatry, geriatrics, neuro- 
logy, and orthopaedic surgery ; conferences in clinical patho- 
logy ; antenatal and post-natal clinics ; and out-patient clinics 
in child welfare, venereal and skin diseases, and plastic 
surgery. All these demonstrations are open to general 
practitioners, who may attend on occasions convenient to 
themselves, whether these be spread over the academic year 
or concentrated into periods of a week or more. Short 
courses or conferences on special subjects are arranged for 
general practitioners if there is sufficient demand for them. 
The address of the Postgraduate Medical Education Com- 
mittee is 11, Keble Road, Oxford. ~ 


Postgraduate Facilities at Cambridge 


The School of Postgraduate Teaching and Research at 
Cambridge comprises the departments of medicine, experi- 
mental medicine, radiotherapeutics, and human ecology. In 
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the John Bennett Clinical Laboratories pathological and bio- 
chemical services of the United Cambridge Hospitals are 
provided by university teaching officers under the direction 
of the professors of pathology and biochemistry. New 
accommodation for the medical school administrative head- 
quarters and the department of medicine has been provided 
during the year on a site in the grounds of Addenbrooke's 
Hospital. The new premises include a haematological 
laboratory, a chemical laboratory, consulting- and exami- 
nation-rooms, accommodation for the regius professor of 
physic, the lecturer in medicine, the research chemist and 
research students, and administrative offices for the medical 
school. The transfer to new premises brings together under 
one roof for the first time the medical, administrative, 
research, and technical staffs of the Department of Medi- 
cine and the Medical School. 

Between October and July in each academic year special 
sessions are devoted to teaching by all members of the con- 


sultant staff of the United Cambridge Hospitals. A small” 


number of undergraduate students are admitted to these 
teaching sessions. Other teaching activities include a clinico- 
pathological conference held on the third Wednesday of each 
month which affords an opportunity for general practitioners 
and others to meet the staffs of the teaching hospital and of 
the various departments of the medical school. One-day 
symposia on subjects of particular interest to general practi- 
tioners are held monthly on Saturdays throughout the 
academic year. These symposia usually take the form of 
lecture-discussions followed by case demonstrations. Resi- 
dential courses in midwifery are available for under- 
graduate and postgraduate students at the maternity 
hospital. 

All postgraduate courses and symposia are open, without 
fee, under a scheme of the Ministry of Health, to practi- 
tioners who are under contract with an executive council of 
the National Health Service, and who have not less than 
500 (or in the case of a rural practice 250) persons on their 
N.H.S. lists. It is no longer necessary for a practitioner to 
submit an application for approval to the Ministry of Health 
before attending these symposia unless he wishes to claim 
for the employment of a locumtenent. A practitioner who 
does not qualify for a grant under the Ministry of Health 
postgraduate scheme is charged a fee at a rate corresponding 
to that which would otherwise have been payable by the 
Ministry. The director of postgraduate education for the 
Cambridge region is the regius professor of physic, Sir 
Lionel Whitby. Practitioners desiring further details of 
postgraduate facilities should apply to the secretary of the 
Medical School, Tennis Court Road, Cambridge. 


Postgraduate Facilities in Edinburgh 


The Edinburgh Postgraduate Board for Medicine (Sur- 
geons’ Hall, Edinburgh, 8) organizes courses in internal 
medicine and medical sciences as well as short refresher 
courses for general practitioners. The Royal College of 
Surgeons of Edinburgh is holding under the aegis of the 
Board two 10-weeks courses in the medical sciences, one 
starting on October 5, 1953, and the other on January 4, 
1954. The fee is 25 guineas. The next 12-weeks course in 
the medical sciences organized by the Board will begin in 
July, 1954, and the fee will be 30 guineas. The next 
fortnight refresher course for general practitioners will 
probably be held during the first part of May, 1954, but 
so far no definite arrangements have been made regarding 
this. 

The University of Edinburgh does not offer courses in 
preparation for the higher degrees in medicine and surgery, 
but courses for the diplomas in public health, tropical medi- 
cine and hygiene, radiodiagnosis, radiotherapy, and psychia- 
try are given. An intensive course for the diploma in 
psychiatry, lasting five weeks, will begin in October, 1953, 
for the examinations in December, 1953, and April, 1954. 
While this course is primarily intended for those registered 
as candidates for the diploma of the University, it is open 
to others who may be interested to apply for permission to 


attend. The courses for the diplomas in medical radio- 
diagnosis and radiotherapy now occupy a full-time period 
of two years’ study. The University offers a three-year 
course leading to a certificate in medical illustration. 


Postgraduate Courses in Other Universities 


At Sheffield the University’s own postgraduate committee 
continues to give attention to appropriate matters domestic 
to the locality, and a Regional Postgraduate Medical Com- 
mittee, centring upon the University, has been set up to 
deal with the region as a whole. The question of inter- 
change of senior registrars between teaching and non-teach- 
ing hospitals is one of those under active consideration. 
Weekly ward-rounds for general practitioners are held in 
the United Sheffield Hospitals and the City General Hospital. 
No diplomas in radiology are awarded by this university, 
but courses are available in preparation for the D.M.R.D. 
and D.M.R.T. of the Conjoint Board. Numbers have re- 
cently been insufficient to justify the organization of definite 
courses in preparation for the M.R.C.P. or F.R.C.S., but 
suitable instruction may be provided, by arrangement, for 
approved candidates. 

At Leeds postgraduate education for general practitioners 
takes the form of week-end courses, some four of which 
are given each year. This year it is hoped to organize a 
series of extended refresher courses not only in Leeds but 
in other large medical centres in the region. These will 
comprise one half-day session a week for six weeks in both 
the teaching and major regional hospitals. 

At Liverpool similar arrangements are proposed for next 
session with regard to postgraduate courses. Last session 
the number of students attending the courses was as follows: 
general surgery (14), orthopaedic surgery (13), anaesthesia 
(15), public health (9), radio-diagnosis (12), radiotherapy (3), 
and tropical medicine and hygiene (33). Three short refresher 
courses for general practitioners were also held, each con- 
sisting of four weekly sessions. The first, on obstetrics and 
gynaecology in general practice, was attended by 58 
practitioners ; the second, on recent advances in general 
medicine, by 55 ; and the third, which was on two subjects, 
children’s diseases and therapeutics, was attended by 42 
practitioners. 

A postgraduate course for general practitioners was held 
in the Medical School of the University of Durham and the 
associated hospitals during April and May. It consisted of 
eight consecutive weekly half-day sessions in various sub- 
jects, and was so arranged as to bring forward the latest 
developments in each. The demand for admission to the 
course was great, and many applicants had to be refused ; 
the number attending was limited to 25. 

Highly successful courses for general practitioners have 
been arranged for Sunday mornings by the Medical Faculty 


of the University of Bristol. At Manchester refresher courses * 


for general practitioners have been held in obstetrics and in 
medicine, also an intensive course in industrial health. Post- 
graduate study facilities have been provided at Manchester 
for a number of students from overseas. In the Welsh 
National School of Medicine at Cardiff postgraduate instruc- 
tion for practitioners is given regularly in certain depart- 
ments, and postgraduate courses in tuberculosis attract large 
numbers. 

In Glasgow the Postgraduate Medical Education Com- 
mittee, representing the University and the Royal Faculty 
of Physicians and Surgeons, proposes to offer during the 
coming session an eight-weeks part-time course of instruc- 
tion in anatomy, physiology, biochemistry, pathology, and 
bacteriology. The course—a total of about 160 hours of 
instruction—is suitable for candidates preparing for the 
primary examinations for the surgical fellowships. It is 
organized chiefly for the junior staff of hospitals in the 
Western Region, but it is also open to other applicants. If 
desired, an honorary part-time clinical attachment will be 
arranged for members .of the course who have no hospital 
appointment. Short courses in other specialties are arranged 
from time to time, including in the coming session a short 
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course in chemotherapy and a course in mental deficiency. 
Refresher courses for general practitioners are held, consist- 
ing largely of clinical demonstrations, but including a few 
lectures on modern methods of therapy. The director of 
postgraduate medical education is Professor G. M. Wishart, 
whose address is the University, Glasgow, W.2. 

The Queen’s University of Belfast holds a two-weeks 
refresher course in September of each year for general 
practitioners. Postgraduate instruction is also given at the 
recognized teaching hospitals for graduates who are proceed- 
ing to higher degrees. 

Beginning in October, 1953, the Royal College of Sur- 
geons in Ireland will give a four-months course in anatomy, 
physiology, and pathology in preparation for the Primary 
Fellowship examinations. There will be two courses in each 
year, one starting in October for the February examination 
and the other in March for the July examination. These 
courses will be full-time, and it is hoped to make them 
fully comprehensive. Details of the courses are printed with 
the regulations, and copies may be had from the Registrar 
of the College, St. Stephen’s Green, Dublin. 





—— 
—_—_— 





MEDICAL PSYCHOLOGY 


The Tavistock Clinic (2-4, Beaumont Street, London, W.1) 
fs an out-patient clinic comprising two departments—the 
adult department for the treatment of patients with neurotic 
and personality disorders, and the department for children 
and parents in which difficulties in parent-child relationships 
and in the personality development of children are treated. 
A number of senior registrar and registrar appointments in 
both departments provide systematic training in adult psycho- 
therapy and child psychiatry. The Clinic also offers a two- 
year extramural course for psychiatric registrars and consul- 
tants in the principles of psychotherapy and psychopatho- 
logy, with special reference to group treatment (adults). 
There are courses also for general practitioners: an intro- 
ductory weekly discussion group on principles of psycho- 
logical medicine and the doctor-patient relationship applied 
to their own work, and a more advanced course, including 
case supervision, for those wishing to gain more experience 
in the treatment of neurotic and psychosomatic disorders in 
their own practice. In addition there is elementary and 
advanced training in the Rorschach method of personality 
diagnosis (open to psychiatrists), as well as general courses 
of training for clinical and educational psychologists, child 
psychotherapists, social workers, and speech therapists. ‘The 
Clinic welcomes visitors, and has facilities for offering 
Associate status to interested overseas psychiatrists, psycho- 
logists, and social workers who are in Great Britain for 
further training. Full particulars may be obtained from 
the Training Secretary at the address given above. 

The National Association for Mental Health (39, Queen 
Anne Street, London, W.1) arranges training courses in child 
psychiatry. Fellowships are given to enable qualified 
psychiatrists to obtain special training in child guidance at 
a recognized training clinic, and these are tenable at a 
number of clinics in Great Britain. The association also 
runs a number of other courses, especially for those whose 
work is among the subnormal and the mentally defective. 

The Institute of Psycho-Analysis (63, New Cavendish 
Street, London, W.1) furnishes a part-time course, lasting 
about four years, in psycho-analytic theory and technique. 
It includes a personal analysis, attendance at lectures and 
seminars, and clinical work under supervision. The Insti- 
tute does not set out to teach all aspects of psychiatry, and 
general psychiatric experience must be obtained at other 
clinics and hospitals. 

The training given at the Institute of Psychiatry, associ- 
ated with Bethlem Royal and Maudsley Hospitals, is referred 
to in the account of postgraduate facilities in London, given 
on page 499. . 

Courses in psychiatry are given at various universities. 


RESEARCH CAREERS 


Some practitioners forsake the prospect of clinical medicine 
for a career in the scientific aspects of practice or in medical 
research work. The first step in such a career is usually a 
junior post in the laboratory service of a teaching hospital 
or in one of the centres of the Public Health Laboratory 
Service (see below). The salaries offered are often at the 
registrar level, providing for promotion from junior regis- 
trar to senior registrar; or appointment and remuneration 
may be in the hands of a university with salaries in the 
demonstrator and lecturer classes. A career may also be 
entered upon at an earlier phase bythe relatively few 
students who in their pre-qualification period have shown 
an aptitude for research and who may enter the service of 
the Medical Research Council or obtain a scholarship or 


grant. The biggest outlets are clinical pathology and univer- 


sity appointments associated with teaching and research. 
For all of these there is no finer training than that arising 
from the handling of the immense volume of routine patho- 
logical work that passes through the laboratories of any 
large hospital. Aptitude for research is often manifested 
or confirmed during this period of training and may deter- 
mine the future career by differentiating between an 
academic life in the employment of the Medical Research 
Council and a practical career devoted perhaps to clinical 
pathology in a local hospital. Aptitude for teaching is also 
revealed during this period and may determine a future 
career in the university sphere, culminating in a readership 
or professorship. Applications should be addressed to indi- 
vidual universities, corporations, or other bodies advertising 
vacancies. 


The Medical Research Council 


The Medical Research Council, established 40 years ago 
as the Medical Research Committee, is appointed to adminis- 
ter the funds provided annually by Parliament for the pro- 
motion of research in medical science. The members are 
appointed by the Committee of the Privy Council for 
Medical Research. The Council is not constitutionally a 
Government department; it selects: and appoints. its own 
staff, who are not Civil Servants. Its sphere of action in 
promoting medical research is unrestricted by territorial or 
departmental limitations of function. It maintains close 
touch with Government departments having responsibilities 
for public health, and collaborates freely in subjects of 
common interest with its sister research organizations—the 
Department of Scientific and Industrial Research and the 
Agricultural Research Council—and with cognate organiza- 
tions in other countries. 

Some 18 of the 50 research establishments of the Council 
are concerned with clinical problems, and the Council’s 
activities in promoting clinical research are soon to be greatly 
extended through the medium of a clinical research board 
to be set up as part of the recently published arrangements 
for encouraging clinical research in the National Health 
Service. The Council’s central research establishment, the 
National Institute for Medical Research, has separate divi- 
sions of biochemistry, chemotherapy, bacterial chemistry, 
physiology and pharmacology, human physiology, experi- 
mental biology, bacteriology and virus research, physical 
chemistry, biophysics and optics, and biological standards. 
The interests of the Council’s other research units range 
from fundamental laboratory subjects, such as biophysics, 
chemical microbiology, and radiobiology, to various aspects 
of social and industrial medicine. 

The close association of most of the Council’s establish- 
ments with hospitals and universities is valuable from many 
points of view, especially in the opportunity it provides for 
collaboration in joint schemes of research. Senior members 
of the Council’s staff are often given the status of honorary 
physicians of the hospitals in which their units are situated, 
while members of units accommodated in university depart- 
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ments are in many cases given honorary university appoint- 
ments and participate to a limited extent in teaching. 

The Council’s total scientific staff numbers just over 450, 
of whom about one-third are medically qualified. The 
average research unit consists of from 5 to 10 scientific 
workers with a number of technical and clerical assistants. 
They are. located mainly in hospitals and universities. 
Plans for expanding clinical research in the National Health 
Service have recently been published (see British Medical 
Journal, July 18, p. 140). 


Emoluments 


The aim of the Medical Research Council is to provide 
the opportunity for careers which are equivalent to those 
offered in the universities to men and women of equal ability 
and experience. The Council’s salary scales for scientific 
appointments are based on this principle ; although there is 
no common scale for all the universities in the United 
Kingdom, the Council’s salary grades correspond approxi- 
mately with the ranks of professor, reader, senior lecturer, 
lecturer, and demonstrator. Thus the emoluments of the 
director of one of the Council’s clinical units are equivalent 
to those of a whole-time professor of medicine with an 
honorary contract as a consultant in the National Health 
Service. The salary of a non-clinical director would nor- 
mally be equivalent to that of a major non-clinical or purely 
scientific chair. Apart from the directors, there are other 
posts in the Council’s larger establishments, and particularly 
at the National Institute for Medical Research, which carry 
remuneration at or near the professorial level. . 

For the most part, salaries are not fixed in relation to 
particular posts but rather with reference to the qualifica- 
tions, experience, and responsibilities of the individuals. 
Promotion to a higher grade may be awarded on such 
grounds without change of post. 

New appointments to the scientific staff, except in the 
cases of senior posts, are normally made for definite periods, 
usually of three or five years at a time. At a later stage, 
when an adequate degree of seniority has been attained, 
the Council may, in suitable cases, express the intention of 
continuing employment until the normal retiring age of 60 
has been reached, with the possibility of extension to 65. 

Superannuation provision—normally under the federated 
superannuation scheme for universities, but in certain cases 
under the National Health Superannuation Scheme—is made 
in respect of appointments except those of recent B.A., B.Sc., 
and M.A. graduates, who may have to wait a year. In 
addition to maintaining its own staff the Council makes 
very large numbers of short-term grants in support of specific 
research projects carried out by independent research 
workers in universities, hospitals, and elsewhere. The 
Council also awards clinical research fellowships, scholar- 
ships for training in research methods, and certain travelling 
fellowships. These last are awarded either on an agency 
basis for other bodies or from private benefactions entrusted 
to the Council. 


Public Health Laboratory Service 

On behalf of the Ministry of Health the Medical Research 
Council administers the Public Health Laboratory Service, 
which was originally set up as an emergency service in 1939, 
and has since become permanent ; there are over 50 separate 
laboratories in England and Wales. In addition to their 
more routine duties members of the staff of the Service, 
whose salary scales are normally equated with those of the 
National Health Service, undertake research problems on 
bacteriology and epidemiology. Furthermore, the Service 
maintains a number of special laboratories which act as 
reference centres for particular infections, and these engage 
largely in research. 

A booklet giving details of the opportunities for appoint- 
ment to the scientific staff of the Council, and of the awards 
of grants, fellowships, and scholarships, may be obtained 
trom the secretary, Medical Research Council, 38, Old Queen 
Street, London, S.W.1. 


Other research institutions in London are the Asthma 
Research Council (King’s College, Strand, W.C.2); the 
Chester Beatty Research Institute (Royal Cancer Hospital, 
Fulham Road, S.W.3); the Empire Rheumatism Council 
(Tavistock House North, Tavistock Square, W.C.1); the 
Lister Institute of Preventive Medicine (Chelsea Bridge Road, 
S.W.1); and the Wellcome Research Institution (183-193, 
Euston Road, W.C.1). 








MEDICAL AUXILIARIES 


The Board of Registration of Medical Auxiliaries (B.M.A. 
House, Tavistock Square, London, W.C.1) was set up many 
years ago, principally at the instance of the British Medical 
Association. The desirability of having a national register 
of trained persons engaging in technical work or practice 
ancillary to that of the medical profession was obvious. The 
register includes radiographers, dispensing opticians, chiro- 
podists, speech therapists, orthoptists, dietitians, physio- 
therapists, and biophysical assistants. The Board is a regis- 
tering and disciplinary, but not an examining, body ; examin- 
ing bodies in the various branches are approved by the Board 
and appoint representatives to its council. The Board’s 
function is to co-ordinate the work of the various auxiliaries, 
to ensure that they are qualified, to maintain and improve 
their standard of training, and to effect liaison between them 
and medical practitioners. 

All the many thousands of persons whose names appear 
on the register hold a qualification in their branch which is 
recognized and approved by the Board. With the exception 
of the chiropodists, all those on the register undertake not 
to carry out any medical auxiliary work except under the 
direction and control of a medical practitioner. The chiro- 
podists confine their practice to the treatment of malformed 
nails, superficial excrescences, and the like. 

The qualifying bodies for the respective branches are the 
Society of Radiographers, the Association of Dispensing 
Opticians, the Society of Chiropodists, the College of Speech 
Therapists, the British Orthoptic Society, and the British 
Dietetic Association. Established periods of training are 
imposed. Radiographers and chiropodists, for example, 
have two years’ training, and speech therapists a three- 
years whole-time course, all of it at recognized centres. 

The Chartered Society of Physiotherapy (Tavistock House 
North, Tavistock Square, London, W.C.1) maintains its own 
national register, and approves schools for training and 
examinations. 








THE ARMED FORCES 


The conditions of service in the medical branches of the 
armed Forces have recently been under active discussion 
and the decision was not available at the time the informa:- 
tion for this Educational Number had to be prepared. 


Royal Army Medical Corps 


Entry into the Royal Army Medicdl Corps is in the first 
instance by means of a short-service commission, and sub- 
sequently, for male officers, by selection to a regular com- 
mission on completion of six months’ combined national 
service and short service. The appointment to a short- 
service commission is in the rank of lieutenant, with pro- 
motion to captain on completion of one year’s service. All 
previous follow-up service as a medical officer counts for 
promotion. Candidates must ordinarily be under the age 
of 45. The period of short-service commissions is eight 
years, of which any period from two years upwards may 
be spent on the active list, and the remainder on the Regular 
Army Reserve. 

Short-service male officers on completion of six months’ 
total service as medical officers may apply for a regular 
commission. The active-list period of the short-service com- 
mission and other service will count towards ultimate retired 
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pay or service gratuity on appointment to a regular com- 
mission, but such officers are not entitled to any short- 
service gratuity. Further details may be obtained from the 
Under-Secretary, War Office, and a personal interview with 
a representative of the Director-General, A.M.S., is avail- 
able at Lansdowne House, Berkeley Square, London, W.1. 


Professional Training of Army Officers 


Medical officers commissioned in the R.A.M.C. receive 
postgraduate training at the Royal Army Medical College, 
Millbank, London, S.W.1. The College has a director of 
studies and tutorial staff for the teaching of Army health, 
pathology, tropical medicine and entomology, military sur- 
gery, Army psychiatry, radiology, dermatology, and venereo- 
logy. Regular R.A.M.C. officers between their eighth and 
tenth years of service pass through the senior officers’ post- 
graduate course of professional studies. Those who satisfy 
the College council that they are suitable may proceed to 
individual specialist training for one year, undertaken in 
general in selected teaching schools or hospitals. 

The department of Army health at the College provides 
facilities for special study in the maintenance and enhance- 
ment of the health of the Army. Officers intending to speci- 
alize in Army health are given the opportunity of taking 
the D.P.H. during their specialized course, and are assisted 
in obtaining their D.T.M.&H. The department of pathology 
provides lectures, demonstrations, and practical classes 
covering laboratory diagnosis and pathological aspects of 
general, tropical, and preventive medicine and military sur- 
gery. The syllabus of the department of military surgery 
covers both general and regional surgery.and includes the 
surgery of tropical diseases and the management of surgical 
conditions peculiar to service both at home and abroad. 


Naval Medical Service 


Entry into the Naval Medical Service as acting surgeon- 
lieutenant is, in the first instance, on a short-service basis 
for four years, with a gratuity on leaving the Service. Short- 
service officers who wish to make the Naval Medical Service 
their permanent career may apply for transfer to the per- 
manent list. Courses for postgraduate study are arranged 
not only at naval hospitals but at the more important centres 
of postgraduate instruction. 

The rank of acting surgeon-lieutenant is borne for one 
year and thereupon the rank of surgeon-lieutenant is con- 
ferred on the officer with such additional seniority, up to a 
maximum of two years, as can be awarded to him in respect 
of house appointments and comparable medical experience 
before entry. Promotion to surgeon lieutenant-commander 
is granted after eight years’ continued service, and further 
promotion is by selection. 

Further information may be obtained from the Medical 
Department of the Navy, Queen Anne’s Mansions, St. 
James’s Park, London, S.W.1. 


Medical Branch of the Royal Air Force 


Medical officers in the Royal Air Force serve at three 
main types of station—flying, training, and maintenance— 
and also at hospitals and other medical units. The station 
medical officer is responsible for the medical care of the 
station and supervises hygiene and sanitation. He also under- 
takes the medical indoctrination of the air crews, further 
training of medical staff, and the general medical administra- 
tion. Service families may elect to go on his list as N.H.S. 
patients. Service hospitals provide a full range of facilities 
for both in-patient and out-patient diagnosis and treatment. 
There are rehabilitation units and specialized medical units 
such as the R.A.F. Institutes of Pathology and of Aviation 
Medicine. 

Further information can be obtained from the Director- 
General of Medical Services, Air Ministry, Kingsway, 
London, W.C.2. 


TO SAFEGUARD THE PRACTITIONER 


The young practitioner immediately on registration should 
join one or other of the defence and protection organizations 
mentioned below. This duty is more than ever incumbent 
upon him in view of the increased litigiousness of the public 
since the coming of the National Health Service. The 
caution applies not only to the general practitioner but to 
the member of a hospital staff, seeing that hospital-employing 
authorities do not undertake the defence of any member of 
a hospital medical staff against whom a legal action may be 
brought, as, for instance, for alleged negligence. However 
careful a practitioner may be, he is never immune from 
the chance or accident which may involve him in litigation 
or the threat of it, and a single successful action against 
him may ruin him financially ; even an unsuccessful action 
may cause him heavy expense, anxiety, and perhaps some 
loss of reputation. 

The Medical Defence Union (Tavistock House South, 
Tavistock Square, London, W.C.1) has a membership of 
38,750. Membership is open to medical and dental practi- 
tioners, and there is special provision for the protection of 
overseas practitioners practising in any part of the world, 
with the exception of America. The work of the Union 
has been increasing by leaps and bounds during the past 
three years. It provides advice and financial indemnity for 
any member threatened with or involved in litigation raising 
a question of professional significance or, more commonly, 
based upon a charge of professional negligence. The accum- 
ulated funds are £112,155, and the subscription income is 
mounting ‘annually, though costs of litigation and settle- 
ments out of court are increasing at an even more rapid 
rate. Since its foundation the Union has spent just upon 
half a million on damages and costs incurred in protecting 
members. 

The Medical Protection Society (Victory House, Leicester 
Square, London, W.C.2) has a membership of over 28,000. 
Membership is open to registered medical and dental practi- 
tioners, including those practitioners who are provisionally 
registered under the Medical Act, 1950. There are special 
provisions for members practising overseas and also for 
practitioners who visit the United Kingdom for postgraduate 
work. Members are afforded advice and assistance in all 
matters of professional difficulty, with unlimited indemnity 
against legal expenses incurred in defending and conducting 
cases on their behalf, and also against costs and damages 
in those cases in which adverse verdicts result. This indem- 
nity is secured by financial resources exceeding £150,000 and 
a reinsurance with Lloyd’s underwriters. From year to 
year the work of the Society increases steadily and larger 
amounts of costs and damages are paid on behalf of 
members. 

The Medical and Dental Defence Union of Scotland (113, 
St. Vincent Street, Glasgow, C.2) has a membership of 7,300 
throughout Scotland, England, and Northern Ireland. The 
total assets amount to just upon £40,000. The policy of 
the Council has always been to give careful consideration to 
the interests of its members who have claims made against 
them for negligence and to advise when requested regarding 
any business, legal, and professional matters arising from 
their practice. 

Advice on Insurance 


The Medical Insurance Agency (B.M.A. House, Tavistock 
Square, London, W.C.1) is not an insurance company, but it 
is a recognized agent of all the leading insurance offices, 
and is thus able to obtain for members of the medical pro- 
fession the best terms available in the insurance market at 
any given time. The Agency, which is conducted on a non- 
profit basis, advises on all forms of insurance—personal, 
household, and practice—and a special pension and insurance 
plan has been arranged with a panel of leading British offices 
to provide benefits of a special character to supplement 
National Health Service superannuation schemes. Special 
terms exist for the purchase of houses, equipment, and 
motor-cars. : 








yuld 
ions 
ent 
blic 


t to 
jing 
of 


ver 
om 
ion 
inst 
ion 
yme 


ith, 
of 
cti- 


rid, 
jon 
ast 
for 
ing 
ly, 
m- 

is 
le- 
vid 
on 
ng 


er 


ti- 
ly 
ial 
or 
te 
ill 
ty 
1g 
es 
n- 
id 
ce) 
or 
»f 


3, 


e 
f 


st 


a Sa 


.. ae 


ea eS evr SS Ww 








Aua. 29, 1953 


\ 


PUBLIC HEALTH AND TROPICAL MEDICINE 


505 


BRITISH 
MEDICAL JOURNAL 





DIPLOMAS IN PUBLIC HEALTH AND 
TROPICAL MEDICINE 


Most of the universities offer a full-time course in public 
health, lasting for nine months and beginning in October. 
In Durham there is a part-time course both for the Certifi- 
cate and for the Diploma in Public Health, which is proving 
very successful and appears to be more popular than the 
whole-time course. Nine practitioners registered for the 
C.P.H. last October and eight of these passed the exam- 
ination held in March. The D.P.H. course at Durham 
began in April and will continue until March, 1954, when 
the examination for the diploma will take place. The neces- 
sary instruction is organized by the Department of Public 
Health, which is closely associated with the child health, 
industrial health, bacteriology, and other departments of 
King’s College, Newcastle-upon-Tyne, for the purpose of 
providing specialized teaching in the various subjects covered 
by the syllabus. The next complete course for the certificate 
and diploma begins in October, 1954. At Leeds the D.P.H. 
continues to be a part-time course of five terms, and it is 
hoped that a new course will begin in October of this year. 
From the Welsh National School of Medicine it is stated 
that inquiries about the C.P.H. and D.P.H. courses have 
fallen to a low level. The Royal Army Medical College, 
Millbank, London, is a recognized teaching institute for the 
D.P.H. and D.T.H. 


London School of Hygiene and Tropical Medicine 


The work of this school is organized in ten main 
departments—namely, applied physiology, bacteriology and 
immunology, biochemistry, clinical tropical medicine, 
entomology, human nutrition, medical statistics and 
epidemiology, parasitology, public health, and the Ross 
Institute of Tropical Hygiene. The course for the Univer- 
sity of London’s postgraduate certificate and Diploma in 
Public Health, designed primarily for medical practitioners 
who intend to enter the public health service in Great 
Britain, begins in October each year and lasts for nine 
months. The examination for the certificate is held at the 
end of the first three months. In addition to the subjects 
covered by the D.P.H. syllabus the students are entitled to 
choose for special study one of the following subjects : in- 
dustrial health, tropical hygiene, institutional administration, 
medical statistics and epidemiology, and local government. 
The industrial health lectures and practical work are recog- 
nized both by the Conjoint Board and by the Society of 
Apothecaries as fulfilling in part the requirements for entry 
to the Diploma in Industrial Health examination. Students 
who intend to enter for this examination, however, are re- 
quired to make their own arrangements for attending clinics 
in accident surgery, dermatology, and ophthalmology. There 
are no vacancies for the D.P.H. course beginning this 
autumn. 

The course for the University of London postgraduate 
Diploma in Bacteriology provides advanced instruction for 
graduates in medicine who intend to follow a career in 
bacteriology. The course begins in October and lasts for 
nine months. The course for the Conjoint Board’s Diploma 
in Tropical Medicine and Hygiene is a continuous one of 
five months’ duration and is open to qualified medical practi- 
tioners. It is held twice a year, commencing at about the 
beginning of October and the beginning of March. 

The course for the University of London’s postgraduate 
C. and D.T.M.&H. starts at about the beginning of October 
each year. Both the preliminary and the final courses extend 
over a period of not less than four months’ study. Candi- 
dates for the final part of the course, who must have had at 
least 12 months’ experience of medical practice in a tropical 
country, are required to specialize in one of the following 
elective subjects : clinical tropical medicine, medical biology 
in relation to tropical medicine, and tropical hygiene. 

During the last year at the school 496 students from 33 
different countries were admitted to the various courses, and 
22 degrees and 201 diplomas were obtained. 


In the department of public health the curriculum for the 
D.P,H. has been entirely changed since the second world 
war. There is now a preliminary course of one term, taking 
the form of a general introduction to the scope and character 
of the public health and social services, and in the final 
course, which occupies two terms, the main purpose is to 
develop the student’s knowledge of the public health services 
to-day and to bring him closely into touch with the practical 
problems of public health administration. Much of the work 
during these six months is in the form of practical instruction 
or else entails independent study by the student. Practical 
work under the direct supervision of medical officers of 
health is a constant feature of the final course. 


Liverpool School of Tropical Medicine 


At the Liverpool School of Tropical Medicine (Pembroke 
Place, Liverpool, 3) men and women students of any nation- 
ality who hold a medical qualification approved. by the 
university are admitted to examination for the D.T.M.&H. 
Other students are also admitted to special courses in 
parasitology and entomology. The examination for this 
diploma is held twice yearly, in December and in April. 
The fee for admission to the examination is £6 6s., and 
for each subsequent examination, £5 5s., and the fee for 
the diploma £3 3s. The fees for the courses of instruction 
are £42 for the D.T.M.&H. course and £21 for the revision 
course. Each of the two courses for this diploma has been 
reduced from five months to three months. The school also 
gives courses of instruction in public health, parasitology, 
and entomology for students taking the D.P.H., and courses 
of instruction in veterinary parasitology and entomology for 
students taking the M.R.C.V.S. diploma and the B.V.Sc. 
degree. 

Edinburgh University has courses for the D.T.M.&H., 
lasting two terms, beginning in October. Diplomas in indus- 
trial health are granted by a number of bodies, including 
the .Royal Faculty of Glasgow and the Scottish Conjoint 
Board, and full-time postgraduate courses are arranged at 
certain universities. 


Royal Institute of Public Health and Hygiene 


The Royal Institute of Public Health and Hygiene fur- 
nishes courses of instruction for the C.P.H., beginning in 
March and October, and for the D.P.H., beginning in January 
and August. It also furnishes courses for the Diploma in 
Industrial Health (the course for Part I of which is the same 
as, and runs concurrently with, the course for the C.P.H. 
For the C.P.H., lectures are given by specialists on the vari- 
ous sociological aspects, and in the D.P.H. the practical work 
is carried out at a county borough. The D.I.H. course entails 
visits to all types of factories and to coal-mines. 








PROFESSIONAL SOCIETIES 


British Medical Association 


The British Medical Association (Tavistock Square, London, 
W.C.1) was founded in 1832 to promote the medical and 
allied sciences and to maintain the honour and interests 
of the medical profession. Its membership is about 67,000, 
and it covers 85% or more of the working profession of 
the country. It is recognized by the Government, loca] 
authorities, and other organizations as the representative 
body of the profession. Members are elected by the Council 
of the Branch for the area in which they reside, or, if they 
are serving with the Forces or for other reasons are non- 
resident in a Branch area, they are elected by the Central 
Council. Newly qualified practitioners are admitted to 
membership at a lower subscription until the end of their 
fourth year after registration. The Association has impor- 
tant Branches in Australia and New Zealand and flourishing 
local units in many parts of the British Commonwealth. 
The Medical Associations of Canada and South Africa are 
affiliated to the B.M.A. 
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The policy of the Association is determined by the Repre- 
sentative Body, which is composed of representatives from 
all the Divisions. A Constitution Committee is about to be 
set up to consider and report on the reorganization of the 
Representative Body, which, with the growth of the Asso- 
ciation, has become somewhat unwieldy in size. The Coun- 
cil is the Association’s executive; its method of election 
has been recently revised to ensure as equal a representation 
of the regions as possible, as well as to afford opportunity 
for the election of a certain number of members on a 
national basis, and to include representation of the medical 
branches of the fighting Services, the public health service, 
and the Overseas Branches. 

The principal work of the Association is carried out 
through a large number of standing and special committees. 
The Central Consultants and Specialists Committee (which 
also has a regional organization) acts with the Royal Col- 
leges on all matters arising under the National Health Ser- 
vice Acts affecting consultants and specialists. The General 
Medical Services Committee acts as the executive of the 
Conference of representatives of Local Medical Committees 
in all questions affecting practitioners rendering general 
medical service under the Acts and is the recognized mouth- 
piece of the profession in this field. The Public Health 
Committee, which has a working agreement with the Society 
of Medical Officers of Health, deals with all matters relating 
to the public health service. Other committees of the Asso- 
ciation are concerned with private practice, ethical questions, 
and the encouragement of medical science and research, and 
there are joint committees with other bodies, for the con- 
sideration of matters of mutual interest. 

The privileges of members of the Association include 
participation in all its activities, central and local; the 
weekly receipt of the British Medical Journal and its Supple- 
ment; the use of the Association’s house and library at 
Tavistock Square, London, and elsewhere in Great Britain, 
and in certain Overseas Branches ; and the help of a highly 
skilled and experienced staff at Headquarters in the many 
difficulties and problems which arise in practice. 

In addition to the British Medical Journal the Association 
publishes a number of specialist journals and abstracts. 
The library of the Association contains 65,000 volumes, and 
1,600 periodicals are received regularly. The library has a 
large lending and circulating service and is available for 
reading and reference purposes to members calling at the 
Association House. 


Medical Practices Advisory Bureau 


In 1948 the Council of the Association set up a Medical 
Practices Advisory Bureau, which is functioning at Head- 
quarters under the direction of a member of the medical 
secretariat. It acts as a central source of information con- 
cerning openings in the various fields of medical practice ; 
introduces partners, assistants, and locumtenents ; and ad- 
vises on all individual and personal problems associated 
with entry into and carrying on of the profession. The 
facilities of the Bureau are available to any doctor and are 
free of charge to members of the Association. Inquiries 
should be addressed to the medical director of the Bureau 
either at the head office of the Association in London or 
at the branch offices, 33, Cross Street, Manchester, 2, or 
7, Drumsheugh Gardens, Edinburgh. 


Empire Medical Advisory Bureau 


The Council has set up at Headquarters at Tavistock 
Square two organizations, one for welcoming and providing 
a personal advisory service for practitioners visiting this 
country from the Dominions and Colonies, and the other 
for performing a similar function for practitioners from 
countries outside the Commonwealth. 

The Empire Medical Advisory Bureau invites all medical 
visitors from Commonwealth countries to get in touch with 
it, if possible before arrival, and to call at the Bureau as 
soon as possible after arrival and talk over with the medical 


director (Dr. H. A. Sandiford) any points on which they 
may need advice or assistance. Last year 788 visitors were 
interviewed personally by the director, and many hundreds 
of others were seen by his staff. Altogether over 2,000 visits 
were paid to the Bureau by old and new visitors during the 
year. Personal contact is maintained with medical schools, 
postgraduate institutions, hospitals, and other bodies able 
to assist overseas visitors in the educational field. A register 
of suitable hotels and lodgings is maintained by the Bureau, 
and general information is afforded concerning travel, cus- 
toms duties, facilities for sport, exhibitions, and the like. 
The other organization is the International Medical Visi- 
tors Bureau, also located at B.M.A. House, under the 
directorship of Dr. Sandiford. Here again information is 
obtainable on postgraduate education, visits to hospitals and 
clinics are arranged, and assistance is given to visitors in 
finding accommodation and in many other respects. 


Society of Medical Officers of Health 


The Society of Medical Officers of Health (Tavistock 
House South, Tavistock Square, London, W.C.1) is a society 
of medical officers engaged in public health work in all its 
branches. It publishes an official organ entitled Public 
Health. There is reciprocal representation on the Associa- 
tion’s Public Health Committee and the Society’s Council, 
and the Public Health Committee acts in conformity with 
an agreement with the Society of Medical Officers of Health 
under which medical-political activities in this field are 
undertaken by the Association. 


Medical Women’s Federation 


The Medical Women’s Federation (Tavistock House 
North, Tavistock Square, London, W.C.1) works closely 
with the Association, and is represented as such by the one 
woman member on the General Medical Services Commit- 
tee. The Federation is the only professional organization 
consisting solely of medical women, and is thus in a posi- 
tion to represent the interests of women doctors and to 
deal with problems affecting them as a minority in the 
profession. It also considers and investigates medical mat- 
ters of special concern to women doctors. The Federation 
has active local associations all over the kingdom, including 
a large London association, and an association of its Over- 
seas members. These associations meet regularly, and the 
Journal of the Federation is published quarterly for private 
circulation among its members. 

In addition to the bodies above named there are, of course, 
the many societies devoted to medical science, headed in 
London by the Royal Society of Medicine and the Medical 
Society of London, whose province it is, mainly by papers 
and discussions and publication, to advance the science and 
art of medicine generally in one or other of its specialties ; 
there are the medical benevolent societies (the Royal Medi- 
cal Benevolent Fund, Epsom College, and the Sir Charles 
Hastings Fund and the Dain Fund of the British Medical 
Association), and the defence and protection societies, which 
are the subject of a separate article (page 504). 





The third edition of the “ British Code of Standards in 
Relation to the Advertising of Medicines and Treatments ” 
has now been published. The Code has the approval and 
support of the Newspaper Proprietors’ Association, the 
Newspaper Society, the Advertising Association, the Institute 
of Incorporated Practitioners in Advertising, and other 
organizations. The introduction to the Code of Standards 
urges that newspapers and other advertising media should 
not accept advertisements for any product or treatment from 
any advertiser or advertising agent who disregards the pro- 
visions of the Code in any form of advertising or publicity 
relating to that product or treatment. The Code lays down 
general principles relating to advertisements for medicines 
and treatments, describes the restrictions imposed by statute, 
and gives a list of sixty diseases, illnesses, or conditions for 
which medicines or appliances should not be advertised. 
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MR. W. D. HARMER, 80 


St. Bartholomew’s men in particular, laryngologists in 
general, a host of former students who sat under a most 
inspiring and encouraging teacher, as well as a large com- 
pany of grateful patients and friends, will join in good 
wishes to Mr. William Douglas Harmer on the attainment 
of his 80th birthday on August 25. 

In the closing years of the last century Mr. Harmer left 
his native Norfolk (where the records of his family go back 

















to the reign of Henry IV, but without previously a doctor 
among them), by way of Uppingham School and King’s 
College, Cambridge, to make his name at St. Bartholomew’s 
in London, in which hospital his career has been largely 
spent, and on the staff of which he is now the senior surgical 
consultant. It was in general surgery that he first made 
his mark. In 1901 he took the M.C.(Cantab)—changed in 
late years to M.Ch.—and contributed his first articles to his 
hospital journal on general surgical subjects. In due course 
he was elected assistant surgeon at Bart’s and became 
warden of the Medical College. He succeeded Sir D’Arcy 
Power as surgeon in charge of the throat department, and 
was in fact the virtual founder of that department as a 
separate entity. The first paper he wrote in his special field 
of surgery appeared in 1907; it was on a subject to which 
he often returned in his writings—malignant disease of the 
larynx. The article was followed by many other contribu- 
tions, some of them describing original forms of treatment. 
His great experience in this sphere was summed up many 
years later in his Semon Lecture in the University of 
London, when he-took as his theme the treatment of malig- 
nant disease of the upper respiratory and alimentary tracts. 
His name appears in various textbooks and journals as the 
author of articles on the surgery of the nose and throat, 
notably in Carson’s Modern Operative Surgery. With Dr. 
N. S. Finzi, the well-known radiologist, he devised a tech- 
nique of interstitial radiotherapy which is still in use and 
is known as the Harmer-Finzi operation. The two also 
founded one of the first consultative clinics to combine sur- 
gery and radiotherapy in the treatment of malignant disease 
—an example followed by other departments at St. Bartholo- 
mew’s and elsewhere. 


A lion-hearted surgeon, Mr. Harmer has been a most 
inspiring teacher, and the young men he has trained have 
remained devoted to him. Many of them have served on 
the staffs of London and provincial hospitals. After his 
relatively early retirement from active work at Bart’s (in 
order to allow a colleague to be head of the department 
for a time, since otherwise they would have had to retire 
together) he continued to serve as surgeon to the Mount 
Vernon Hospital, and he is still in consulting practice in 
Portland Place. After the death of his brother in 1932 he 
was called upon to assume the chairmanship of the family 
business in Norwich, and he gave that new responsibility 
close attention until quite recently. 

Douglas Harmer has been an active participant in many 
forms of sport—a good shot, an excellent fisherman, a 
three-handicap golfer (with wooden clubs of his own 
making), proficient on the ice (in his youth he skated from 
Cambridge to Peterborough—an achievement which, it is 
said, subsequent winters have not permitted anyone to 
repeat), and an enthusiastic skier, who in 1909—when Davos 
had scarcely been heard of—went on a long ski-ing expedi- 
tion in the wild mountains of Montenegro, where the “* mad- 
ness” of the Englishman was suspected as a cover for sub- 
versive activities. He is now a keen gardener at his home 
at Littlestone-on-Sea in Kent, where he can sometimes be 
seén grafting apple trees in a March gale. Mrs. Douglas 
Harmer, whom he married 47 years ago, has for many years 
taken a prominent part in the work of the Ladies’ Guild of 
the Royal Medical Benevolent Fund. One of their three 
sons, Mr. Michael Harmer, is a surgeon in London. 

Over two thousand years ago the Roman writer Varro, 
who himself lived to 88, said that his 80th birthday warned 
him to pack his baggage. But Mr. Harmer’s baggage is still 
well spread about and in full employment, and we trust 
that it will be long before he considers the time has come 
to begin putting his things together. 





Correspondence 





2 





Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Bornholm Disease 


Sir,—Dr. Gilbert Dalldorf (Journal, August 1, p. 287) 
asks if there is any information available in Great Britain 
of concurrence or competition of poliomyelitis and Born- 
holm disease. I have been interested in these diseases for 
some years, and the following information may be of 
value. 

It is difficult to give an entirely accurate indication of the inci- 
dence of the two diseases, because in hospital practice one tends 
to see all the poliomyelitis and little of the Bornholm, whereas in 
general practice it is difficult to see the overall picture in a 
sufficiently wide area and in a sufficiently large number of 
patients. At the Harborough Road Infectious Diseases Hospital, 
Northampton, from 1949 to 1951 I saw all the cases of polio- 
myelitis admitted from Northamptonshire and North Bucking- 
hamshire, which include a mixed rural and industrial population 
of approximately 400,000. These amounted to approximately 200 
cases. During that time, although on the look-out for the disease, 
I saw or heard of only a few cases of Bornholm disease. It may 
well be that other cases occurred and were treated by general 
practitioners, but certainly there was no epidemic correspond- 
ing to those of poliomyelitis. I formed the impression that the 
cases of Bornholm disease occurred outside the epidemic period 
of the poliomyelitis, either a few weeks before or after. 

On the other hand, in the Oxford Hospitals covering a compar- 
able population, again mixed industrial and rural, with the addi- 
tional University population, poliomyelitis is a relatively infre- 
quent disease, but large epidemics of Bornholm disease have 
occurred, especially in the years 1950 and 1951. In the latter 
epidemic Warin et al.’ demonstrated the presence of a Coxsackie 
virus of the B group. 

Again in 1947 in military hospital practice I saw numbers of 
cases of poliomyelitis, ‘but no Bornholm disease, from the 
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Catterick military camp.? This camp is in close geographical 
proximity to the rural area of Wensleydale, in Yorkshire, where 
Pickles’ made his original observations on Bornholm disease, but 
there is little actual contact of populations, as most of the troops 
spend their leisure hours in the larger towns to the north and east, 
or on leave in other parts of the country. I made an inquiry 
among the general practitioners of Wensleydale, and gained the 
impression that there was little or no poliomyelitis in this dale, 
which runs some 20 miles into the Pennine Hills, but that there 
had been cases of Bornholm disease for some years previously. 

These facts seem to be in conformity with the views quoted by 
Dalldorf that there is in fact clinical and epidemiological evidence 
of competition between these diseases. This competition does not 
appear to completely exclude the other disease, in my experience, 
but that may be due to the fact that I have not localized the 
cases sufficiently accurately in season of year or geographically. 
Bornholm disease is well known for the extremely localized nature 
of the outbreaks, and it may be that poliomyelitis cases in Oxford 
in the year in question did in fact come from parts of a town 
or county unaffected by the former disease. 

In 1949 and 1950 in Kettering, Northamptonshire, I was able 
to find evidence of Coxsackie virus Type A, infection by comple- 
ment-fixation test in five cases diagnosed as non-paralytic polio- 
myelitis, and follow-up of contacts revealed 25 cases of illness 
all with positive complement-fixation tests to this virus compris- 
ing the following: paralytic 9 ty~ 6; non-paralytic polio- 
myelitis, 10; Bornholm disease, 6; infective hepatitis, 3. Ante- 
natal controls from the same town in 1950 gave only two Positive 
complement-fixation tests in 35 tested.‘ 

During 1950, out of 92 cases of poliomyelitis from Northamp- 
tonshire and North Buckinghamshire, I obtained specimens of 
sera from 80 patients which were tested in the laboratory of the 
late Dr. Marshall Findlay for evidence of complement fixing 
antibodies to the Coxsackie virus Dalldorf Type A,. Of these 
approximately 60% were positive and the percentage of positives 
was the same in both paralytic and non-paralytic cases. In the 
same year I was able to trace only seven cases of Bornholm 
disease, and these all had complement-fixing antibodies to the 
Dalldorf Type A, Coxsackie virus in high titre of 1 in 20 or 
greater than 1 in 20. Unfortunately these cases were not tested 
for evidence of antibodies to the Coxsackie virus B types, such 
as has been found in association with Bornholm disease else- 
where. 

The whole ecological relationships of these viruses needs to be 
carefully investigated, but work in this country is at present 
very considerably handicapped by lack of adequate virological 
laboratory facilities. I have the impression that competition does 
in fact exist between poliomyelitis and Bornholm disease, but 
whether this is a direct interference phenomenon between the 
poliomyelitis virus and the Type B3 Coxsackie virus, or whether 
there is yet another stage in the process such as an interference 
phenomenon between a Coxsackie virus Type A found to be 
associated with poliomyelitis in Northamptonshire and the Type 
B Coxsackie virus of Bornholm disease, would seem to need 
further investigation. It is not only in this field that further 
work is necessary, but also in discovering whether there is any 
ecological relationship between the Coxsackie viruses, the polio- 
myelitis viruses, and the yet undiscovered viruses of cases of 
meningo-encephalitis which appear to have become so much 
more common in the past three years. 

One last observation concerns the severe epidemic of poliomye- 
litis in Denmark in 1952, when the Island of Bornholm had the 
highest number of notified cases of poliomyelitis, 140 per 100,000 
population.’ Is it just chance that this island which gave its name 
to the disease some 20 years or more ago should be so affected 
with poliomyelitis ? Pickles refers to Wolter’s description of 


remarkable epidemics named “ Haffkrankheit’’ which affected’ 


fishermen on the shores of the Frisches Haff, a narrow gulf com- 
municating with the Baltic, as belonging to the same family of 
diseases as Bornholm disease, with the important difference of a 
substantial mortality among the sufferers. Wolter identified these 
outbreaks with one in 1529 in the Haff of Stettin, part of an 
epidemiological phenomenon known as the “ English sweat,” and 
in an attempted elucidation of the aetiology brought in the theory 
formulated by Sydenham and expounded by Pettenkofer that 
epidemic disease is “ conditioned by place and time.’’ In con- 
clusion I quote Pickles* on Bornholm disease: ‘ Epidemic myalgia 
is of importance only as a mimic of well-known dangerous con- 
ditions, but the resemblance to this more serious malady (Haff- 
krankheit) is close, and it would be imprudent to conclude that 
future appearances of the disease may not have a more ominous 
significance.” 


Clearly much more research is required into the ecological 


factors of these diseases and particularly the questions of 
virus interrelationships, virus interference, and virus exalta- 


tion. Dare we hope that this country will not lag behind 
the fine example of virus research set by America ?—I am, 
Ce... 


Oxford. R. WIGGLESWORTH. 
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Medical Semantics 

Sirn,—The Arabic origin of nucha, mater, basilic, and 
cephalic is not my suggestion, as Dr. A. M. Woolman 
(Journal, July 25, p. 225) seems to think. The problem 
has long engaged those interested in Semitic philology and ° 
arises from the strange fact that these words are not found 
in any classical text. Basilic and cephalic first appear in a 
ninth-century translation of Galen into Latin from the 
Arabic. The subject is fully discussed by Hyrtl (Arabische 
u. Hebriische in der Anatomie, Vienna, 1879) and by Rabin 
and Singer (Prelude to Modern Science, being a Discussion 
of the History, Sources etc. of the Tabulae Sex of Vesalius, 
Cambridge, 1946). Rabin and Singer think these words 
came through rather than from the Arabic, but their origin 
is anybody's guess. As to mater, Dr. Woolman has mis- 
understood me. This word seems to be a translation into 
Latin of the Arabic word meaning mother. 

Whether Germany is north, south, or east of the British 
Isles is immaterial. The point is that the classical stream, 
like most streams, did not run in a straight line but was 
kept south of Central Europe by the Alps. This is an 
elementary fact of history and: geography. Dr. Woolman 
says that “most German doctors have a more thorough 
knowledge of Latin than their English colleagues.” This 
I am prepared to believe. It has, however, nothing to do 
with the fact that intermittently for 1,900 years England 
was bathed in the classical stream—by the Roman occupa- 
tion and later by the Norman conquest and the close asso- 
ciation with France in the Middle Ages—for the most part 
of which period countries to the north of the Alps were in 
a state of barbarism. It is just because Germany was out- 
side the mediaeval classical stream and not because of any 
superiority in classical education of to-day that, in Dr. Wool- 
man’s words, “in English medical writings the Latin terms 
are often anglicized, in Germany the original Latin is usually 
employed.” Innumerable instances could be given. In 
order to come into line the Germans had to substitute ulcus 
for Geschwiir because they had no such word as ulcer in 
ordinary speech. Dr. Woolman thinks Erreger more con- 
venient tnan offending organism. Erreger is not primarily 
a medical term but a term in general use meaning agitator, 
exciter ; offending organism is new to me. 

When I said that German words are clumsy I was, of 
course, speaking as a non-Teuton. We, after all, are in the 
great majority. Whether Schnecke is more elegant than 
cochlea is a matter partly of taste, partly of nurture. I think 
I am correct in saying that to the majority of non-Teutons 
German medical words are as cacophonic (missklanglich) as. 
they are cacoptic.—I am, etc., 


Histon, Cambs. FFRANGCON ROBERTS. 


Breast-feeding in the Oxford Survey 


Sir,—It is, I think, unfortunate that the study which 
Dr. Alice Stewart and Dr. Celia Westropp have made of 
the relationship of bacterial infections to artificial and 
breast-feeding in infancy (Journal, August 8, p. 305) should 
have been published in a journal which is the main source 
of medical news in general practice. I do not doubt the 
validity of their conclusions in relation to the case material 
of their survey, and at one point they remark,“ That breast- 
feeding has advantages to both mother and child which will 
not show on a weight chart no paediatrician will seriously 
deny ” (I do not know why it should be only paediatricians 
who might deny it, nor why they should be inclined to do 
so light-heartedly). But elsewhere they say that the survey 
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presents a new challenge to the advocates of natural feed- 
ing, and I think that many will conclude, after reading this 
paper, that we have been mistaken in thinking that breast- 
feeding is of great importance for infant health, and that 
it matters very little that infants should be fed on a bottle. 

I do not think that any reasonably informed doctor has 
claimed, since the need for sterile technique in bottle- 
feeding became recognized, that breast-feeding produced 
infants who were heavier or larger than those who were 
fed on cow’s milk, but we have been accustomed to ad- 
vance two arguments in persuading nurses and colleagues 
(not mothers, who rarely need persuasion) that it is worth 
while to study the subject of human lactation so as to 
be able to offer useful advice. The first argument has 
rested on a rather large body of evidence that breast- 
fed babies are less liable to respiratory and enteric 
infections ; the second argument depends on the rapidly 
accumulating evidence that successful breast-feeding is an 
important feature in the development of a good relation- 
ship between mother and child, which is the foundation 
of a good personality. The latter conception is not merely 
a romantic picture entertained by artists, poets, and senti- 
mentalists, but is quite as intellectually satisfying as the 
story of scurvy and vitamin C. 

The variables are so many in a study of the kind which 
Dr. Stewart and her colleagues have been making, and the 
application of mathematics to such material has become so 
esoteric, that one is naturally hesitant to criticize a con- 
clusion made upon the authors’ own ground. Nevertheless, 


I do not feel inclined to discard the accumulated evidence - 


of the past that the feeding of an infant at its mother’s 
breast has a value in protecting him from the effects of 
bacterial infection. No doubt the position is altering 
rapidly, as the hazards of bacterial infection in the first 
year are reduced, but the social gradient in respiratory 
infection remains as a sign that very many infants do not 
receive the best nurture. As the authors themselves point 
out, the survey excluded weakly infants and provided quite 
unusually good medical supervision of bottle-feeding. I 
think that the observations of Dr. Stewart and Dr. Westropp 
deserve to be noted as a check on what may be a too great 
readiness to rely upon work which is now out-dated in 
respect of this one feature of immunity to bacterial disease. 
But I fear that their paper may easily become a conscience- 
quieting text for those who do not want to bother them- 
selves about the physiology of lactation.—I am, etc., 
Farnborough, Kent. DUNCAN LEys. 


Tropical Diseases in Britain 
Sir,—I have reread the annotation on this subject (Journal, 
May 16, p. 1096), certain points in which have been taken 
up by Professor W. Melville Arnott (Journal, May 30, 
p. 1219) and others. 


It is unfortunate that in tropical Africa, where I served for 
many years, a blood film may not confirm the diagnosis of 
malaria, even in those who have not been taking one of the 
suppressives. In fact, it is surprising how many of the worst 
cases have negative films. One has little choice in such cases, 
and quinine or mepacrine must be given as soon as the film has 
been taken. There is an old and very true saying that “* many 
a man has gone to his grave because of negative blood films.” 
It certainly is true in the case of infants, so much so that it is 
prudent to give quite a large number of “ febrile tooth-cutting ” 
cases a quinine or mepacrine injection. This is better than find- 
ing the child dead, the blood film having been negative and a 
tooth really on -the way through, but no quinine having been 
given. 

There is no mention in the annotation of the type of patient 
who takes mepacrine or proguanil daily and who, sooner or later, 
gradually feels more and more depressed and weary, loses appe- 
tite, and feels that he no longer seems to be able to stand the 
heat. This is an example of imperfect suppression, but the para- 
sites seldom come into the peripheral blood to give a positive 
film. Two things can be done: (a) stop suppressives and let an 
overt attack come up, treating this when it comes, (b) keep taking 
daily proguanil and add to it a full course of mepacrine or 
quinine. There will be no positive blood film, but there will be 
such a syspicious improvement that neither the M.O. nor the 


patient will have much doubt about what has been wrong. A 
“‘ therapeutic’ diagnosis, but, I venture to say, by no means 
unwarrantable. 

I agree with Dr. Bruce Nicol (Journal, August 1, p. 288), and 
consider that the paragraph in the annotation on amoebiasis. 
is so sweeping that the following paragraph on liver abscess does 
not quite smooth things down. 

It is easy to state that persistently recurring diarrhoea, some- 
times with the passage of blood and mucus, should raise suspicion 
of E. histolytica. I wonder how often your writer has seen such 
signs. In the course of some 23 years in Uganda I was 
stationed for much of the time in districts with an appallingly 
high incidence of amoebiasis, and found acute symptoms in only 
a small proportion of the thousands of patients seen—probably 
not more than 10%. In acute cases the diagnosis is easy, as the 
free-living E. histolytica is present, and “an experienced 
pathologist ”’ is not necessary. We all had to become reasonably 
proficient in laboratory (routine) work, and I think we “‘ got by ” 
fairly well. The type of case which gives us most difficulty is 
that of amoebiasis with no localizing signs at all. This is the 
patient with loss of appetite, tiredness, inability to concentrate, 
easily upset, and mentally irritable. He has never to his know- 
ledge had an attack of diarrhoea. He has been in districts 
known to be heavily involved, however, in his younger days. 
He may be suffering from liver amoebiasis, as is suggested in 
the annotation, but equally may have an old-standing infection of 
his caecum or, less commonly, his sigmoid. Daily stool tests 
for weeks will be negative. As Dr. Bruce Nicol states, and as 
I stated some years ago,’ one grain (65 mg.) of emetine parenter- 
ally will produce cysts next day. These are usually uni- or bi- 
nucleated—i.e., early—and are easily explained. When condi- 
tions in the host become bad, the amoeba encysts and goes on its 
way to find another more receptive host. The bad conditions are 
created by the dose of emetine. Prior to this, the amoebae have 
been pursuing a more or less placid existence, well away from 
the lumen of the large intestine, and are not likely to encyst in 
large numbers in order to escape to the exterior, being in no 
need of any change. 

I suppose that this is ** therapeutic ”’ diagnosis, but, in defence 
of my own test, I do not agree that it is to be deprecated. 
Following a positive result, one grain (65 mg.) of emetine is given 
daily for another two days. There is no need to risk myocardial 
damage by giving more than three emetine injections. All signs, 
vague and definite, will disappear and the patient, much better, 
should then change to one of the other drugs, such as chiniofon 
(“* quinoxyl ’’), di-iodohydroxyquinoline (“‘ dihaloquin ”’), etc. If 
the stools are negative after an emetine injection, my experience 
over the years leads me to believe that the patient is unlikely 
to be suffering from old amoebiasis. 

Incidentally, did Dr. Nicol find out this little test by him- 
self, or is he one of the few who have adopted it after 
perusal of my letter in 1946? I have used this test fre- 
quently since 1929 with very few failures. I have mentioned 
it to numerous colleagues, but few seem to have adopted it. 
Those who did were very satisfied. Perhaps I may hope 
that others may record their views on the test after a fair 
trial. I have every reason to believe that the test, devised 
by me without any knowledge of any other worker doing 
so, is my own, but I shall await the comments of others.— 
I am, etc., 

Bridge of Earn, Perthshire. A. ForRBES BROWN. 
? REFERENCE 
1 British Medical Journal, 1946, 2, 838. 


Neonatal Asphyxia 


Sir,—Endotracheal intubation of the newly born is 
usually left to the anaesthetist. For this reason the technique 
is more often associated with neonatal asphyxia following 
delivery by caesarean section. Nevertheless, neonatal 
asphyxia is by no means peculiar to operative or instru- 
mental means of delivery. 

Having used the method over a period of several years, 
I am impressed with its value in certain particular circum- 


stances. Most striking is the effectiveness of pharyngeal — 


toilet under direct vision. Even more impressive is the 
certainty with which a good colour can be achieved with 
intubation and inflation. Follow-up of cases where necropsy 
has afforded an opportunity to look for injury has revealed 
no local haemorrhages, emphysema, or trauma resulting from 
the intubation and inflation. The trachea has been free 
from damage even after intubation lasting several hours. 
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The ordinary anaesthetic rebreathing bag is too big for 
use with the newly born, and an ordinary surgeon's rubber 
glove taped to the “T” piece has been quite suitable in 


practice.—I am, etc., 
Watford. J. NOEL JACKSON. 
Sin,—Your annotation on neonatal asphyxia (Journal, 
August 8, p. 328) is fascinating because it shows the won- 
derful ingenuity that is being shown in overcoming asphyxia 
by methods far out of reach of the general practitioner, 
who is most likely to meet the condition. But it is also 
depressing because apart from an initial reference to “ cen- 
tral depression” there seems no reference to the fundamen- 
tally important work of the late Sir Joseph Barcroft,’* * who 
not only showed how the condition normally arises but 
also gave pretty clear pointers to the way it should be 


treated. 

In December, 1948, I expressed the hope that the considerable 
correspondence following a letter I had written‘ would “ ensure 
that the practical application of Sir Joseph Barcroft’s discoveries 
will no longer be neglected in midwifery teaching, practice, or 
textbooks ”; but it seems to have been a vain hope. He showed 
that, while oxygen is, of course, necessary for the full control of 
the brain over respiration, in the foetus of the sheep the earliest 
respiratory responses came not from oxygen lack but from 
cutaneous stimulation, at first a single spasmodic gasp (34th day), 
then one accompanied by two or more contractions of the dia- 
phragm, then two gasps, gradually increasing in number and 
rapidity till a full respiratory rhythm following cutaneous stimula- 
tion is established (50th day) several days before (65th day) occlu- 
sion of the cord—that is, asphyxia—will initiate respiratory move- 
ments. He even showed at what level in the brain these various 
responses occur, and that later on asphyxia seemed progressively 
to depress the functional cerebral level, so that the greater the 
degree of asphyxia the more primitive the response going back 
from full respiration to a succession of gasps, a single gasp, and 
finally none at all. Most of us have at some time or another 
seen newborn babies in each of these states. 

The clinical bearing of these discoveries is clearly that, though 
the baby is giving occasional gasps or none at all as a result of 
asphyxia, the lack of oxygen will not initiate respiration, whereas 
stimulation will or may. Your annotation calls this cutaneous 
stimulation “little better than punitive,” but Sir Joseph in his 
Linacre lecture? says “ pain (if such a word can be applied to an 
organism so anoxaemic that it can have no real consciousness) can 
have a dramatic effect. There can be no more specific reaction 
than that of the gasp in a refractory rabbit’s foetus when the ear is 
firmly pinched.” Even though oxygen is given to an asphyxiated 
baby it will, in fact, only be giving its primitive responses to 
stimuli until full respiration is attained ; and this may take a long 
time, much longer, in fact, if the very gentle methods you 
advocate are adopted and the reasonable stimuli used in the past 
are avoided. The first cry is probably a rough dividing-line 
between these two quite distinct methods of respiration, though 
there is no doubt that a little stimulation will notably increase the 
vigour of the cry and aid expansion of the lungs. 

There is another way of attacking this problem, to which I 
have drawn attention many times previously and which had the 
approval of Sir Joseph. This is to inject some convulsant drug 
which will so raise the sensitiveness of the depressed cerebral 
functions that they will respond to stimuli to which they were 
previously inactive. -It is true that you do mention the use in 
narcosis of N-allyl normorphine, which I cannot find in the latest 
Extra Pharmacopoeia. You also mention, without much con- 
viction, the use of nikethamide. Now nikethamide does happen 
to be a mild convulsant, but nothing like so effective or consistent 
as leptazol, and for nearly 20 years I have used with great success 
a preparation of this (“* cardiazol ephedrine ”) and urged its adop- 
tion for nearly 14. Within a few seconds it takes the infant from 
the non-breathing or occasional gasping stage to full respiration 
and vigorous crying, so that in most cases the ingenious and 
complicated .devices you describe are quite unnecessary, and it 
can be used anywhere. Incidentally, injection into the ventricular 
cavity is simpler, quicker, and more certain than intravenous 
. injection, and perfectly safe. 

However, the main purpose of this letter is not to recapi- 
tulate details which ought by this time to be matters of 
common knowledge, but to suggest that if our pundits persist 
in disregarding fundamental information about the physio- 
logy of respiration in the newborn it is no wonder that, as 
you noted (Journal, July 25, p. 199), while the maternal 


mortality rate has been quartered in the last 20 years, the 
stillbirth rate remains unchanged. The intrinsic importance 
of this subject, as evidenced by the recent report of the 
Medical Research Council, and also the personal distress 
caused through stillbirth and neonatal mortality (for my first 
child was stillborn), are my only excuses for sending you 
another long letter giving salient points which your anno- 
tation seems to ignore.—I am, etc., 


Winsford, Cheshire. W. N. Leak. 
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Aureomycin in Ophthalmology 


Sir,—I read with considerable interest the article on 
“ Aureomycin, Chloramphenicol, and Terramycin in Oph- 
thalmology,” by Professor Arnold Sorsby, Dr. Joseph Ungar, 
and Mr. R. P. Crick (Journal, August 8, p. 301), but must 
express surprise that such a conclusion with regard to aureo- 
mycin should have been reached on so little evidence. The 
writers state : “It may be concluded that, of the newer 
antibiotics, aureomycin is of little value in ophthalmology.” 

As a clinician who has used aureomycin over several years 
I may say that in my experience aureomycin is the antibiotic 
of choice in ophthalmology, and I know that many of my 


colleagues agree with this.—I am, etc., 


Wolverhampton. H. CAMPBELL ORR. 


Dangers of Ethanolamine Oleate Injection Treatment 
for Varicose Veins 


Sir,—In view of the frequency with which injection treat- 
ment for varicose veins is carried out, the following case is 
of interest as a reminder that such a procedure carries a risk. 


A married woman aged 45 years, with three children, was 
referred to the out-patient clinic for treatment of varicose veins. 
She complained of pain and swelling below the left knee and 
said that she had injured her left tibia when young. There had 
been no previous injections for varicose veins. The patient, who 
was menstruating, appeared to be a healthy woman with a 
moderately severe degree of varicose veins below the left knee; 
she was considered suitable for injection, and 6 ml. of ethanol- 
amine oleate B.P. was given slowly with the patient standing on 
a chair. (Material from this. same bottle had previously been 
used without incident to inject other patients.) She got down 
off the chair without difficulty and was asked to report the 
following week for a further injection. She walked out into the 
waiting-room, but collapsed two or three minutes later and was 
found to be unconscious. She had three epileptiform convul- 
sions in quick succession and became pulseless. Resuscitation 
methods, including cardiac massage through an incision in the 
diaphragm and intracardiac injection of adrenaline, were without 
avail. At necropsy, about six hours after death, no evidence of 
pulmonary, air, or fat embolism was found. The brain appeared 
normal. There was no thrombosis of the varicose veins at the 
injection site, and only a little surrounding haemorrhage. In 
spite of a further examination of the principal organs micro- 
scopically the only abnormalities found were the presence of 
some thick mucus in the trachea and bronchi, emphysema and 
anthracosis of the lungs, and some petechial haemorrhages on 
the posterior surface of the heart. The remains of the bottle of 
ethanolamine oleate were cultured aerobically and anaerobically 
and found to be sterile. 

After death it was discovered that the patient was a chronic 
asthmatic and that she had had an acute attack of asthma the 
night before, for which she had taken a tablet of isoprenaline. 
The most probable cause of death seems therefore to be an 
allergic reaction to the injection. Since the patient had had no 
previous injection of ethanolamine oleate, one must speculate 
that she had become hypersensitive in some other way to the 
“foreign ” protein formed later by the interaction of serum 
protein with ethanolamine. Perhaps hypersensitivity had arisen 
by previous inhalation of some complex substance having radi- 
cals similar to the relatively simple chemical substance ethanol- 


amine. 

On discussing this tragedy with our colleagues we have 
obtained verbal case histories of several other severe compli- 
cations following injections of ethanolamine oleate. They 











| ae 


AucG. 29, 1953 


CORRESPONDENCE Meo a Sd 











include severe collapse followed by status asthmaticus in a 
patient with no previous history of asthma, collapse and 
convulsions in two soldiers immediately after injection, and 
haematuria the day after injection in another patient. All 
these patients had received previous injections and all made 
complete recoveries. . 

It is clear that the use of ethanolamine oléate is not free 
from danger. It should not be used in asthmatic patients 
and adrenaline should be available for immediate use.—We 


are, etc., ry A. LuTTON. 
G. H. GRANT. 


Shrewsbury. 


Phenylbutazone 


Sir,—So much has been written of the dangers of phenyl- 
butazone (“ butazolidin ”) that it was with no little trepida- 
tion that we first administered it to a patient who had 
suffered from rheumatoid arthritis for 27 years. However, 
she was having so much pain and disability that we began 
with two tablets thrice daily for two days, and then dropped 
to one twice daily for two days, and one per day from 
then on. The results were more than gratifying. The pain 
disappeared and much increase in the movement of hands 
and feet was experienced. The improvement continued 
on the low dose of one tablet per day. The patient felt 
that, to use her own words, she “ could walk like a young 
one.” She was encouraged to cut the dose even further, 
and now only takes a tablet when a return of pain threatens, 
about once per week or ten days. 

This case was so encouraging that we determined to try the 
effects of low-dosage phenylbutazone on another patient who 
had suffered from rheumatic pains for 25 years. She began 
with one tablet morning and evening for the first day and one 
per day after that. On the fourth day, all smiles, she reported 
that she had been free from pain since the second day. She was 
advised to keep to the one tablet a day if necessary, but to try to 
cut the dose even further. After returning from a holiday she 
has taken only four tablets in all during the last 21 days. She 
has no pain, has been climbing hills which her husband thought 
impossible for her, and feels and looks much younger. She 
can now wear size 44 in shoes, whereas for the last 20 years 
she could only wear size 6. A third patient, a martyr to rheuma- 
toid arthritis for 20 years, was discharged -unchanged from hos- 
pital after six weeks’ treatment by cortisone, etc. Small-dosage 
phenylbutazone so relieved his pain and disability that he has 
been able to attend to business quite comfortably. A fourth 
patient, a woman with a crippled right ankle which would not 
respond to other treatment, can now stand on her toes and dance 
under the regime of two phenylbutazone tablets on the first 
day and one as necessary thereafter. 

The above are only four cases out of over 20 which have 
benefited in a marked degree by low-dosage phenylbutazone. 
Two cases would not tolerate the preparation at all. None 
of the remainder has shown the least sign of ill effects. One 
cannot but wonder whether the high dosage of two tablets 
thrice daily is necessary. It will be interesting to try 
on our next patient the effects of one tablet twice a day the 
first day, one daily for a week, and then one tablet only if 
the pain threatens to return. On such low dosage might 
not the troublesome side-effects of this so useful thera- 
peutic agent be largely eliminated ?—I am, etc., 

Kirkconnel, Dumfriesshire. BOWMAN EDGarR. 


Control of Tachycardia by Quinine 
Str,—The report of a case of paroxysmal tachycardia 


controlled and prevented over a period of two years by the 


use of daily prophylactic quinine hydrochloride may be of 
interest. I have never read of the use of quinine, used in 


‘the same way as for malaria prophylaxis, being effective 


in preventing attacks of paroxysmal tachycardia, but it is 
possible that having spent the last three and a half years in 
a fairly inaccessible part of West Africa I am not as well 
informed as I should be. Certainly the books at my dis- 
posal here make no mention of it except’ quinine’s inferiority 
to quinidine in stopping an attack. 

The patient was an American male, aged 30, of unusually 


sz0ood physique and a good all-round athlete and football player. 
eAttacks of “ palpitations ” began at the age of 24, and at first 


came only once or twice a month, and only after considerable 
physical or nervous strain. They lasted five to ten minutes and 
then disappeared. The patient ignored the symptoms so far as 
possible, and no one else took them seriously either, which was 
not surprising considering his general athletic prowess at that 
time. At the age of 25 the patient came to Sierra Leone and 
spent three exceedingly strenuous years as a missionary, trek- 
king, building roads, and travelling great distances by jeep. The 
attacks increased slowly in frequency. He had a year in America 
and returned in July, 1951. At this time I was stationed with 
the patient, and for the first time heard his history. By now 
he was getting four or five attacks a week lasting up to 25 
minutes in duration, and his work was beginning to be interfered 
with. During an attack, which was always in the late afternoon, 
he would become breathless, pale, and distressed. On examina- 
tion during an attack he had no abnormal physical signs other 
than a pulse of 170 which did not vary with exercise. No 
electrocardiogram was available. In view of the relationship 
between quinine and quinidine I put the patient on quinine hydro- 
chloride, 5 gr. (0.32 g.) daily, and took him off proguanil, which 
he had been taking ever since coming to West Africa. From the 
day the change-over was made the attacks ceased absolutely, in 
spite of the fact that for the last two years the patient has 
undertaken heavier work than ever. 

I should be interested to know whether others have found 
that attacks of paroxysmal tachycardia can be controlled 
by the use of oral quinine in this way and, conversely, 
whether there have been cases of this cardiac irregularity 
frequently observed among the many thousands of people 
who have for years in the Tropics been taking their quinine 
regularly, and without any apparent ill effects to their general 
health. Of course I am referring to cases that have no 
apparent associated organic heart disease——I am, etc., 

Magburaka, Sierra Leone. H. L. MACLURE. 


Tic Douloureux 


Sir,—In reply to Dr. David M. Zausmer (Journal, August 
8, p. 340), may I make a plea to reject the term “ facial 
neuralgia ” in favour of the vintage name “ tic douloureux,” 
not because “tic douloureux ” is more accurate, or precise, 
or scientific: it is none of these things. But it is fifteen 
thousand times more interesting and colourful and evokes 
a phantasmagoria of twisted and contorted beings from 
the Hunchback of Notre Dame to Captain Hook, and all 
the Seven Dwarfs rolled into one. 

Moreover, the very sound of the syllables “ doul-our-eux ” 
(which should be rolled well over the molars before they 
are finally delivered with a sad and mournful look) is calcu- 
lated to subdue even the most agitated patient. And that, 
after all, is half the cure.—I am, etc., 

Lancaster. FRANK S. RICKARDS. 


Hops in Ale 

Sir,—It is true that the use of hops in brewing ale was 
forbidden in the sixteenth century, as Drs. J. S. Cookson 
and Anne Lawton have stated (Journal, August 15, p. 376). 
It is not correct, however, that their use in brewing was 
forbidden altogether. 

Ale in the Middle Ages, and in many places until the 
eighteenth century, was brewed with malt, yeast, and water 
only. Containing no such preservative as hops, it must 
often have turned sour a few days after reaching prime 
condition. Hence, probably, the attempts (in due course 
forbidden by regulations) to keep stale ale from becoming 
undrinkable by adding hops. The art of flavouring and 
preserving malt liquor by boiling it with hops before fer- 
mentation was introduced into this country from the Conti- 
nent at the end of the Hundred Years War. This beverage, 
beer, first met with opposition in the City of London, but 
soon came under royal protection. A writ was issued in 
1436 in the name of Henry VI ordering the City authorities 
to proclaim that the “ drink called beer is a notable, healthy 
and temperate drink” and that anyone maligning it would 
be punished. This did not prevent the occasional “ die- 
hard” in dietetics, like Andrew Boorde, from fulminating 
against “bere, the naturall drynke for a Dutche man,” 
and lauding ale as “for an Englysshe man the naturall 
drinke ... it doth ingendre grose humoures; yette it 
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maketh a man stronge.” But beer gained steadily in popu- 
larity and the unhopped ale had disappeared by the end of 
the eighteenth century. 

The terms “ale” and “ beer” were apparently becoming 
less distinctive in the latter half of the sixteenth century, 
for a letter from Leicester to Burleigh during one of Queen 
Elizabeth’s progresses states: “We were fain to send to 
London, and Kenilworth, and divers other places, where 
ale was ; her (the Queen’s) own bere was so strong as there 
was no man able to drink it.”—I am, etc., 


London, W.1. C. L. SHaw. 


Hop Dermatitis 


Sirn,—The valuable observations of Drs. J. S. Cookson 
and Ann Lawton (Journal, August 15, p. 376) on hop derma- 
titis seem to suggest that the hop-cone and fresh hop-oil 
contain a primary irritant. The very high incidence of 
minor dermatitis (1 in 30 in a “light season”) suggests a 
primary irritation rather than allergic hypersensitivity, 
which might perhaps account only for the most severe cases. 
It would therefore be interesting to know whether normal 
subjects were patch-tested with hop-cones and with fresh 
hop-oil ; and also to know what dilution of hop-oil would 
still produce a positive reaction in the affected persons. 
Primary irritation by the oil would explain the positive patch- 
tests in patients whose dermatitis was really due to resins, 
and would account for the unexpected positive reactions 
obtained with those substances. 

This question is of theoretical as well as practical import- 
ance. It has been supposed that hardening, if it occurs at 
all, occurs only in respect of primary irritants and does not 
result where there is a high degree of allergic sensitivity. 
A good many plants or their juices are primary irritants.— 
I am, etc., 

London, W.1. 


Acute Appendicitis in Infancy and Early Childhood 


Sm,—I read with great interest the valuable article by 
Mr. G. L. Bunton on acute appendicitis in infancy and 
early childhood (Journal, July 11, p. 71). The following 
case emphasizes all the points discussed. 

I was asked to see a baby of 54 months suffering from gastro- 
enteritis. As those were the days before antibiotics the child 
had been treated with sulphonamide tablets, which it was no 
longer able to retain, and a small-bowel washout. She had been 
ill two and a half days. The first symptom was that of recurrent 
colic with attacks of screaming and drawing up of her legs. The 
attacks came in waves. She then started to pass loose, mucous 
stools which became more frequent. On the second day she 
began to vomit. 

She was a bottle-fed baby with no history of any dietetic errors. 
She was an only child looked after by a conscientious children’s 
nurse and had no history of a possible source of infection of the 
gastro-intestinal tract. The child was screaming and drawing 
up her legs. She was vomiting boiled water. Her temperature 
was 103° F. (39.4° C.) and her pulse fast. She was flushed and 
toxic to look at. She hated being moved, and if left in her cot 
lay curled up. Her ears, throat, urine, etc., showed no source of 
parenteral infection. On abdominal palpation she was acutely 
tender over the right iliac fossa and drew up her right leg each 
time this area was palpated. She was operated on for acute 
appendicitis and made a complete recovery. 

This case illustrates the very important points in Mr. 
Bunton’s article. Appendicitis in very young children is 
not quite as rare as books often make us believe. Diarrhoea 
can be the presenting symptom in infants. In the young 
baby abdominal pain of acute appendicitis presents a picture 
of colic coming in waves causing screaming attacks with the 
flexion of legs. If left alone the baby will lie curled up to 
try to ease the abdominal pain. In the very young a 
considerable rise in temperature and pulse can be associated 
with appendicitis. The clinical picture of a young baby 
vomiting, passing loose frequent stools accompanied by 
abdominal colic, can so easily be mistaken for “ gastro- 
enteritis,” which, after all, is not a disease but a sympto- 
matic title—I am, etc., 

Dublin. 


F. Ray BETTLEY. 


MADELEINE R. EPSTEIN. 


POINTS. FROM LETTERS 


“ Fibrositis 9 

Dr. Coin R. Porteous (Liverpool) writes: I was interested 
to read the account of the discussion on “ fibrositis” in the 
second plenary session at the Annual Meeting of the B.M.A. at 
Cardiff (Journal, July 25, p. 205). I have sometimes wondered 
whether a proportion of cases of agnogenic “‘ fibrositis ” are due 
to infarction of a small area in the erector spinae muscles follow- 
ing occlusion to one of the posterior branches of the lumbar or 
intercostal arteries. At mecropsies I have occasionally noticed 
atheromatous plaques af®und the mouths of the paired arteries 
arising from the posterior wall of the abdominal aorta. 


Bathing Caps for Males 
Dr. M. D. Warren (London, W.5) writes: In the last two 


weeks I have treated four cases of otitis externa and one case of 
a flare-up of otitis media. The symptoms in all five cases had 
come on after swimming, and all the cases were males. I 
suggest that this preponderance in males is due to the fact that 
they do not wear a bathing cap. If this is so, then perhaps much 
illness and discomfort could be avoided if men could be 
persuaded to wear a type of bathing cap that would protect their 
ears. I would suggest a pattern similar to a scrum cap seen on 
the rugger field. 


An Interesting Phenomenon 

Dr. B. N. Pascar (Thornton Heath) writes: I do not know 
if anybody has mentioned before the very interesting phenomenon 
whereby a person can see with the naked eye his own blood 
corpuscles actually in circulation in the blood vessels and 
capillaries. If a person sits or reclines facing the light, and half 
closes his eyelids so that a little light is allowed in, then he can 
see the corpuscles flowing and swaying in rhythm to the circula- 
tion. They are grouped in varied numbers and shapes, but mostly 
agglutinated in clumps or spiral lines, presumably the shape of 
the capillaries. The walls of the capillaries can be clearly seen, 
with blood cells lying inside and sometimes outside the lumen. 
Occasionally larger and solitary cells are seen, probably the white 
blood corpuscles. 


Malaria 

Dr. Rost vAN SOMEREN (Nyeri, Kenya) writes: I have just 
seen the Journal of May 30 and can thoroughly endorse the 
letter of Professor W. Melville Arnott (p. 1219) on malaria. Last 
week I was revisiting my old station, Jinja, where the immense 
dam is being constructed at the Owen Falls, and was interested 
in two particulars. Mosquito gauze to houses and mosquito nets 
seemed to be very little used, reliance being placed on flitting each 
room, especially under the beds, with D.D.T. I did not notice 
any mosquitoes. Also, where formerly Simulium damnosum was 
rife and a curse rendering life on the west bank of the Nile par- 
ticularly unbearable, not one was noticed, owing to the wide 
spraying of the banks with D.D.T.—from planes, I understand. 
Should there be any recurrence, respraying is carried out. To one 
who knew the conditions 40 years ago the change is remarkable 
and reflects the very greatest credit on the present medical staff 
who are responsible for this wonderful work. 


Mist. Amygdalae 

Dr. A. H. Turner (Ruabon, Wrexham) writes: I have tried 
in vain to get someone to supply mist. amygdalae. This quite 
simple preparation was in the B.P. up to 1914, if not later. 
During the last war almonds became scarce, but they are obtain- 
able now and there does not seem to be any reason why the 
mixture should not be obtainable. My local chemist cannot 
supply it and about half a dozen front-line manufacturers say 


they cannot do it. 


Cancer and the Public 

Dr. M. N. Par (London, W.C.2) writes: The sting of Lord 
Horder’s letter (Journal, July 18, p. 148) is in its tail. That 
76% of the general practitioners did not even bother to reply 
“Yes” or “No” -s an index of the indifference of the over- 
whelming majority of practitioners to the cancer problem and 
their lack of co-operation in this humanitarian work. As regards 
the public, the campaign for road safety has not diminished the 
number of preventable accidents, and lay education in cancer is 
unlikely to achieve any useful purpose. There is a real danger 
that such education msy lead to vexatious demands on the part 
of querulous patients for “ full and complete investigation ” for 
every minor symptom, and, if this is not done to their satisfac- 
tion, to an increase in the incidence of litigation neurosis. Errors 
either in diagnosis or in treatment may be followed by actual 
litigation against doctors and hospitals. 
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J. W. STRUTHERS, LL.D., M.B., F.R.C.S.Ed. 


Mr. J. W. Struthers, a past-president of the Royal 
College of Surgeons of Edinburgh, died at his home 
at Gullane, East Lothian, on August 15 at the age of 
79, after a long illness. 

John William Struthers was born on May 3, 1874, 
the son of the late Sir John Struthers, professor of 
anatomy in the University of Aberdeen from 1863 to 
1889 and, later, president of the Royal College of 
Surgeons of Edinburgh. He was educated at Loretto, 
and remained a staunch supporter of his old school 
throughout his life, acting 
as governor for many 
years. After graduating 
M.B., Ch.B. at Edinburgh 
University in 1897, he 
decided to specialize in 
surgery, and became a 
Fellow of the Royal Col- 
lege of Surgeons of Edin- 
burgh two years later. 
Appointed assistant sur- 
geon to Edinburgh Royal 
Infirmary in 1913, he was 
promoted to the charge of 
wards in 1924, retiring 
from the active staff in 
1939. He served the Uni- 
versity of Edinburgh as a 
lecturer in clinical surgery, and in 1930 was appointed 
a member of Faculty and of the Senatus. The honorary 
degree of LL.D. was conferred upon him by the Uni- 
versity in 1946. During the first world war he served 
first with a Red Cross hospital at Rouen and later at 
Salonika as a major in the R.A.M.C. For his services 
he was awarded the Serbian Order of St. Sava. 

Mr. Struthers received his surgical training at a time 
when the only specialties recognized were gynaecology 
and obstetrics, ophthalmology, and oto-rhino-laryngo- 
logy. He had the advantage, therefore, of a broad basis 
for his training and became a very able general surgeon. 
He was a remarkably accurate diagnostician, and this 
was due as much to his persistence and his capacity 
for taking infinite pains as to his sound knowledge of 
pathological processes. As an operator he was con- 
servative in his methods and careful in their execution, 
making no attempt to impress the onlooker. He took 
a special interest in diseases of bone, and, in association 
with his friend, the late Dr. James Walker Dawson, 
histologist in the laboratory of the Royal College of 
Physicians of Edinburgh, he carried out important 
pioneer work in the elucidation of the pathology and 
treatment of generalized osteitis fibrosa : he was among 
the first surgeons in this country to carry out the removal 
of a parathyroid adenoma in the treatment of this 


disease. The importance of this work was recognized | 


by the allocation of an entire number of the Edinburgh 
Medical Journal to descriptions of it. At the request 
of the Department of Health and in association with 
Dr. H. E. Seiler he carried out a survey of the hospital 
facilities in the south-eastern region of Scotland: this 
was shortly before the introduction of the National 


Health Service. 


The Royal College of Surgeons of Edinburgh was one 
of the great interests of his life, and he maintained this 
interest until shortly before his death. He was secretary 
and treasurer for 14 years before serving as president 
from 1941 to 1943. As secretary he had the welfare of 
the College very close to his heart and devoted a great 
deal of his time to its affairs. He was responsible for 
many improvements in the premises, including the 
decoration of the library, the lighting of the hall, and 
the alterations in the main entrance. After his retire- 
ment from the office of president his advice was much 
sought after and highly valued by his successors in office. 
A member of the British Medical Association for 56 
years, he was president of the Edinburgh Branch in 
1931-2. When the Association held its Annual Meet- 
ing at Edinburgh in 1927—a meeting which coincided 
with the-celebrations in Edinburgh of the centenary of 
the birth of Lister—he acted as a vice-president of the 
Section of Surgery. 

Outside his profession Mr. Struthers had many 
interests and many friends. He was a man of broad 
culture, widely read, fond of music, and in his later 
years devoted to gardening. He had a highly critical 
mind and was intolerant of the second-rate or of any 
form of humbug, but he was always more critical of 
his own work than of that of others. Possessing a 
remarkable faculty for graphic verbal description, he 
could give highly entertaining thumb-nail sketches of 
his colleagues and others. He took great trouble in 
the preparation of his clinical lectures and was a stimu- 
lating and popular teacher in spite of, or possibly because 
of, his occasional caustic comments. As an examiner 
he was very searching and skilful in assessing the know- 
ledge of the candidate, but in marking tended to be 
generous rather than otherwise. In his younger days 
he was good at most games and was a notable golfer : 
he won the Argyll Robertson medal—a scratch medal 
competed for annually by the Fellows of the two Royal 
Colleges in Edinburgh—no fewer than ten times. On 
the golf course, and also in hospital and the Students’ 
Union, he was commonly known as “ Jock ” Struthers, 
and this name is a good indication of the affection with 
which he will be-long remembered by those who knew 
him.—W. Q. W. 


G. S. PARKINSON, C.B.E., D.S.O., M.R.CS., 
D.P.H. 


We record with regret the death on August 18 of 
Brigadier George Parkinson at the age of 72. He served 
with distinction in three wars, and in the nineteen- 
thirties was a well-known and popular figure at the 
London School of Hygiene and Tropical Medicine, 
where he was assistant director of the public health 
department, vice-dean, and, later, dean for a short 
period. 

George Singleton Parkinson was born in 1880 and 
educated at Bath College. At the beginning of the South 
African War he volunteered for service and gained the 
Queen’s medal and five clasps. When he returned to 
this country he became a medical student at Bristol, 
qualifying in 1906. Two years later he entered the 
R.A.M.C. Developing an interest in hygiene, he took 
the D.P.H. in 1913, and during the first world war he 
served in France and Belgium on the headquarters staff 
of the First Army. Mentioned in dispatches three times, 
he was awarded the D.S.O. in 1918. The French 
Government decorated him with the Croix de Guerre 
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and the Médaille de la Reconnaissance, and he was also 
appointed Chevalier of the Order of St. Avis. After 
the war he was medical officer of health at Gibraltar for 
four years and then returned to the Royal Army Medi- 
cal College, Millbank, as assistant professor of hygiene. 
In 1928 he retired from the R.A.M.C. with the rank of 
lieutenant-colonel, and shortly afterwards joined the 
staff of the London School of Hygiene and Tropical 
Medicine as assistant director of the public health 
division, then being built up by Dr. (later Sir Wilson) 
Jameson. 

Parkinson’s geniality and kindliness—qualities which 
perhaps obscured but far from blunted his shrewdness 
and powers of observation—won him a great number of 
friends among the students and staff at the school. He 
was an ideal adviser to young postgraduates anxiously 
in search of a career, and the trouble he took in dis- 
persing their doubts and difficulties was repaid by the 
affection in which he was held by all whom he had 
helped. He had a great regard for the world-famous 
school with which he had linked his fortunes, and 
watched its reputation grow with affectionate loyalty. 
When in 1940 Sir Wilson Jameson became Chief Medi- 
cal Officer at the Ministry of Health Parkinson was very 
proud of the honour of being chosen to act as dean, an 
office which he held until he returned to the R.A.M.C. 
in 1943. Those who were present in 1950 at a dinner 
in the Savoy Hotel given in honour of Sir Wilson 
Jameson and Brigadier Parkinson will remember how 
moved Parkinson was by the sincere tribute which was 
then paid to him by students who took the D.P.H. 
course at the London School of Hygiene between the 
years 1929 and 1939. 

Parkinson had previously been re-employed by the 
Army for a short time at the beginning of the war in 
1939 as director of hygiene in the Eastern Command, 
but in 1943 he was appointed director of the Public 
Health Subcommission of the Allied Military Govern- 
ment in North Africa with the rank of brigadier, and he 
served later in Sicily and Italy in the same capacity. For 
his services he was appointed C.B.E. in 1945. He was 
awarded the Typhus Commission Medal (U.S.A.) in 1944 
and the Croce del Merito of the Italian Red Cross in 
1947. For some months in 1951 he acted as technical 
adviser to the Greek Government in Athens. 

Parkinson’s name was well known in the public health 
world both for his work at the London School of 
Hygiene and as co-author with Sir Wilson Jameson of 
the popular Synopsis of Hygiene from its third to its 
ninth editions. He was a lecturer in public health at the 
London School of Medicine for Women and an examiner 
for the D.T.M. and H. of the Conjoint Board. An 
honorary life member of the British Red Cross Society, 
he was the author of the Society’s Manual of Hygiene 
and Sanitation, and he was also a Commander of the 
Order of St. John of Jerusalem. In recent years Parkin- 
son took an active part in the work of the Foot Health 
Educational Bureau. 

In 1911 he married Hilda, daughter of the late 
Thomas Chisholm Jack, of Edinburgh. There were no 
children of the marriage. 


G.S. E. writes: The sudden death of Brigadier Parkinson 
will have been a sorrowful shock to the wide circle of friends 
who have been associated with him in his varied activities. 
I met him first in 1917 in France when as deputy assistant 
director of hygiene on the staff of the First Army he was 
the helpful adviser of many civilians who, like myself, had 
been commissioned to the R.A.M.C. sanitary sections. Even 
in those days he had decided that on his retirement from the 


Army he would attach himself in some way to the public 
health service ; so as a step in that direction he welcomed 
his appointment at the end of the war to the military post 
of M.O.H., Gibraltar. After retiring from the R.A.M.C. he . 
served for some time as assistant secretary in the office of the 
Society of Medical Officers of Health, in which capacity 
he made himself familiar with problems of public health 
administration. He was a foundation member and the first 
honorary secretary of the Society's Services Group (then 
known as the Navy, Army, and Air Force Hygiene Officers 
Group). Before long his merits were recognized by his 
appointment as assistant dean of the London School of 
Hygiene and Tropical Medicine. In this congenial post 
his genius for friendship made him a valuable influence 
in creating among successive generations of students from 
all parts of the Empire a loyal pride in their membership 
of the school. The preceding obituary notice records 
Parkinson’s distinguished military services. My desire has 
been to pay tribute to the devoted and unselfish co-operation 
given by him during nearly 40 years to all those engaged 
in public health work. Above all, “ Parky ” deserves to be 
remembered with affection for years to come by many 
who have enjoyed his unfailing good fellowship. 





Dr. Ropert Love Biair died at his home at St. Annes-on 
Sea on July 15, in his 56th year. Born in 1897, he was 
educated at Giggleswick School and at Liverpool University, 
where he graduated M.B., Ch.B. in 1923. After acting as 
a house-surgeon at the David Lewis Northern Hospital, 
Liverpool, he entered general practice at St. Annes, where 
has father was already a well-known practitioner, and was 
appointed honorary surgeon to the St. Annes War Memorial 
Hospital. Dr. Blair was hard-working and conscientious to 
a degree, and was devoted to his patients and they to him. 
It was said that he bore their burdens for them, and there 
is no doubt that his zeal on their behalf contributed largely 
to the series of illnesses which culminated in his death. 
He found time, however, for other interests. He played 
Rugby for the Fylde club, and he was a keen golfer and an 
ardent follower of cricket. He took great interest in local 
youth clubs and was a past-president and chairman of the 
local Y.M.C.A. A courteous and kindly man, he was a 
good doctor and will be greatly missed.—D. K. L. 


The medical profession in Hull has lost one of its most 
loved and respected members by the death on July 24 of Dr. 
G. F. BricGs at the age of 81. George Frederick Briggs was 
born on October 8, 1871, and after studying medicine at Cam- 
bridge University and at St. Bartholomew’s Hospital quali- 
fied in 1898. He held several house appointments before 
settling in practice with his father, a well-known general 
practitioner in Hull and a member of the city council. Dr. 
Briggs was one of those family practitioners to whom 
patients turned for help in all kinds of trouble. His opinion 
as an experienced practitioner was always valued by those 
who knew him most intimately, though he was a diffident 
speaker in public. One of his many endearing character- 
istics was a very gentle sense of humour. During the last 
war, when he was already turned 70 and when house- 
surgeons were difficult to get, he came to assist as an anaes- 
thetist at the Children’s Hospital. One morning he arrived 
looking particularly cheerful, and when this was remarked on 
he said: “I have just come from seeing an old lady of 95 
who has been a patient in our practice, my father’s and mine, 
since well back into the last century. Her daughter, herself 
quite an elderly woman now, received me and shouted into 
her mother’s ear, ‘ Mother, this is young Dr. Briggs come to 


* see you.’” He was a deeply religious man and a much 


respected office-bearer in his church for a great many years, 
but there also he was always humble and unassuming. The 
high esteem in which he was held was evidenced by the large 
number of medical men who contrived to attend the funeral 
service at an hour when most are usually busy. The sym- 
pathy of all his colleagues will go out to his widow and the 
family of two daughters and three sons, one of whom .is 
practising medicine.—T. R. R. 
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Dr. MABEL CATHARINE POULTER, who died on July 31 at 
the age of 89, was for many years a medical missionary in 
China and India. She was born on October 30, 1863, and 
was educated at Queen Margaret College, Glasgow, and at 
Glasgow University, where she graduated M.B., Ch.B. in 
1898. In the following year she began her work at Hok- 
chiang (now Futsing), in the Fukien province of China. 
Futsing is a small city some sixty miles south of Foochow, 
and when Dr. Poulter arrived there the local people were 
very distrustful of foreigners and she had an uphill task. 
At the China Medical Conference in 1915 Dr. Poulter read a 
paper outlining her obstetric experiences in Futsing. When 
she first went to China she found the methods used to assist 
a birth crude in the extreme and dangerous to the health of 
mother and child. It was not until 1902 that women were 
persuaded to enter the hospital at Futsing for confinement, 
and then only four responded to the invitation. But the 
annual intake increased gradually until in 1913 the number 
of hospital confinements was 247. In 1921 the medical 
mission at Futsing was handed over to the American Metho- 
dist Episcopal Mission, and it was with great regret that Dr. 
Poulter relinquished her work there. In twenty-three years 
she had built up an excellent hospital, putting to the best 
possible use such equipment as she could obtain and using 
her ingenuity to devise gadgets in place of equipment which 
could not be provided. The handicaps she overcame would 
have seemed insuperable to most people, but Dr. Poulter had 
a vigorous and vital personality and would never have 
thought of giving in. She was a fine teacher and did great 
work in making the nursing profession acceptable to the girls 
and women of China. On leaving Futsing she returned to 
England for a time, but in 1925 she went out to India, work- 
ing first at the Church of England Zenana Hospital at 
Bangalore. She continued to work at a number of hospitals 
in various parts of India until 1934, when she retired from 
active medical practice. 


The death on August 10, after a short illness, of Dr. F. W. 
MorTON PALMER at the age of 76 removes one of the older 
generations who, despite his modesty and instinct for self- 
effacement, had exercised no little influence in both medical 
and lay circles in Devonshire. He inherited a medical 
tradition extending over a quite exceptional number of 
generations, the medical members of which all looked to 
Guy’s Hospital as their alma mater, and he naturally 
took the same direction, via Merchant Taylors’ School and 
Jesus College, Cambridge, to both of which he won scholar- 
ships. But before beginning his medical studies he took 
an honours degree in mathematics, being 36th wrangler in 
1899. At school he had “ sat at the same desk ” in mathe- 
matics with his friend James Jeans (later Sir James Jeans, 
the astrophysicist), and they entered Cambridge together, 
pursuing the same subject. Morton Palmer then turned to 
the study of medicine and took the Cambridge M.B., B.Chir. 
degrees in 1905, proceeding to the M.D. in 1909. After 
graduating in medicine, he held the appointments of house- 
physician and ophthalmic house-surgeon at Guy’s Hospital 
and clinical assistant to out-patients at the Evelina Hospital 
for Sick Children. In 1905 he was the editor of Guy’s Hos- 
pital Gazette. He settled in general practice at Teignmouth 
in 1907 and remained there for thirty years, becoming a 
leading figure in the life of the town. His work there was 
interrupted by service as a captain in the R.A.M.C. with 
No. 1 Casualty Clearing Station in the first world war. In 
1937 he retired to live at Totnes and thus became free to 
pursue intensively his work in the Order of St. John, which 
he had taken up twenty years previously. From 1939 to 
1945 he was the county casualty officer for civil defence ; 
he then organized the hospital car service for Devon, and 
in 1947 he became county commissioner of the St. John 
Ambulance Brigade. His services were recognized officially 
in 1952, when he was promoted to Knight of the Order of 
St. John of Jerusalem. He was an honorary life member 
of both the British Red Cross Society and the St. John 
Ambulance Association. In addition, he gave valuable, 
unremitting service for many years on a number of com- 


mittees, such as the board of the Royal Devon and Exeter 
Hospital, to which he was nominated by the Exeter Division 
of the British Medical Association, and later on the manage- 
ment committee of the Royal Western Counties Institution. 
He was chairman of the house committee of Totnes Hos- 
pital at the time of his death, which took place in the hos- 
pital. Morton Palmer was an active member of the B.M.A. 
He was chairman of the Exeter Division in 1930-1 ; in 1937 
he was elected president of the South-western Branch ; 
and from 1941 to 1950 he was chairman of the Torquay 
Division. He also represented his Division at the Annual 
Representative Meeting in 1942. The Torquay Medical 
Society, too, valued his services, and for a time he was 
its president. In all these activities he was recognized by 
all with whom he came in contact as the wise counsellor, 
possessing as he did exceptional clarity of mind and unhur- 
ried judgment ; and his remarks, though always brief and 
quiet, in revealing those qualities necessarily carried weight. 
In private life he was a Fellow of the Society of Antiquaries 
and a prominent authority on church architecture. His 
wife died in 1937, just after his retirement from general 
practice, and he leaves a son, Dr. B. C. Morton Palmer, 
who is in practice at Copthorne, Sussex, and a daughter, 
who was closely associated with him as assistant in all his 
work and to whom, therefore, in particular the deep sym- 
pathy of all must go out.—F. A. R. 





_ Universities and Colleges 








UNIVERSITY OF DUBLIN 
ScHOOL OF PHysic, TRINITY COLLEGE 


P. J. MacCarthy has been approved at the examination for the 
degree of M.D. 

The following medical degrees were conferred on July 2: 

M.B., B.Cu., B.A.O.—S. Baigel, N. J. Ball, Freda B. Bonner, 
J. H. C. Colquhoun, D. G. Crawford, Ouida M. S. d’Abreu, 
J. McN. Fullerton, Joyce M. Fullerton, D. V. Furlong, 
Margaret E. E. Graham, Lilian G. N. Hanbridge, Mary M. Heaf, 
R. F. B. Howarth, M. Jeffries, G. A. C. Keenan, B. E. Kendall, 
Beulah R. Knox, C. J. Lidstone, U. D. B. H. Longford, D. A. 
Lyder, Margaret E. McMullin, Kathleen M. MacWilliam, D. M. 
McWilliams, H. G. S. Medlicott, J. C. Milliken, J. M. Kingsmill 
Moore, N. A. J. Mullen, Edna La C. Murphy, P. H. Osterberg, 
Peadar O’Toole, P. Panayotou, J. A. R. Pollock, G. P. Pretorius, 
S. EsJ. Ross, R. J. W. Ryder, E. J. Scales, Sheine M. Schwartz- 
berg, J. F. Scott, W. J. C. Stevenson, Patricia A. Throup, F. L. A. 
Townshend, C. E. H. Treston, Sylvia L. E. Tyler, A. E. Vercueil, 
Dorothy C. Williamson. 


UNIVERSITY OF MANCHESTER 


The following candidates have been approved at the examinations 
indicated : 

M.D.—Muriel I. R. Knox, N. P. Lancaster, B. J. Leonard (with 
commendation), H. Weisl (with commendation). 

Cu.M.—G. K. Tutton. . 

Fina M.B., Cu.B.—J. R. A. Mitchell (with honours and dis- 
tinction in medicine), G. W. Ashcroft, E. L. Barrett, M. L. 
Bishop, A. D. Clift, R. L. Cumming, Sheila P. Dain, G. S. Davis, 
D. Dean, L. S. Deane, H. T. Fay, E. J. H. Foster, R. P. Gannon, 
Molly Gibson, D. Goldsborough, A. H. Gowenlock, A. J. 
Gurtler, Kathleen C. Hall, Anne P. Hollins, K. S. Holmes, G. 
Hopkinson, B. G. Howarth, Mary P. H. Jepson, D. A. J. Keen, 
B. V. Lee, Joan M. Leeming, A. L. Levy, Elizabeth U. Macgregor, 
Sheila M. Mackridge, Inez R. Mendelson, P. Mulvey, Jean 
Oldham, D. Jj. Parish, R. Pell-Iiderton, J. Perkins, L. Preger, 
B. Prendergast, J. H. Price, Barbara A. Renwick, R. B. Rosen- 
berg, Daphne J. Savage, J. A. Southam, Elizabeth M. Thomas, 
R. R. Thomas, Mary Timperley, June A. Vaux, Sheila Wightman, 
D. Wild, D. Wilde, W. K. Willan, T. H. Williams. 


UNIVERSITY OF WALES 
In Congregation on July 18 the following degrees were 
conferred : j 


M.B., B.Cu.—W. H. Allen, Jane I. K. Binnie, P. A. C. Boor- 
man, N. P. Braun, W. G. Brown, D. L. Crosby, Marian H. 


Ten 
ane Saran 


it als ia a a i I Ee 








516 Aua. 29, 1953 


UNIVERSITIES AND COLLEGES 


BRITIsH 
MEDICAL JOURNAL 





Dadaczynski, A. B. David, D. R. Davies, S. L. Davies, Joan M. 
Evans (with commendation), L. T. I. Evans, H. J. Grosz, 
Margaret J. Hicks, R. M. Hodges, D. R. Hughes, H. J. Hughes, 
J. H. Hughes, J. A. Hutchison, G. A. S. Ireland, J. F. C. Jacobs, 
D. S. Jones, J. T. Jones, W. P. T. Kime, W. J. Manson, Valerie 
Matthews, Dilwyn C. Morgan, J. G. Morgan, J. E. Morris, R. A. 
Owen, Glenys O. Parry, E. E. Payne, H. A. Rees, I. D. G. 
Richards, J. M. Richards, A. G. Roberts, Denise Y. Sheppard, 
J. W. G. Smith, W. G. C. Strawbridge, J. R. Tighe, D. B. M. 
Williams. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At a quarterly comitia of the College held on July 30, with the 
President, Sir Russell Brain, in the chair, the following Fellows 
of the College were elected officers for the ensuing year: Censors, 
K. E. Harris, F. P. Lee Lander, J. R. H. Towers, T. C. Hunt; 
Treasurer, W. G. Barnard; Registrar, Sir Harold Boldero; 
Harveian Librarian, E. C. Dodds, F.R.S.; Assistant Registrar, 
M. I. A. Hunter. 

Sir Charles Symonds was appointed Harveian Orator and 
Dr. F. H. K. Green Bradshaw Lecturer, both for 1954. The 
following lecturers were also appointed: Lumleian (1954), 
Professor D. M. Dunlop; Goulstonian (1954), Professor A. W. 
Woodruff; Oliver-Sharpey (1954), Professor M. L. Rosenheim; 
Mitchell (1954), Dr. J. L. Livingstone; Bertram Louis Abrahams 
(1954), Professor E. B. Verney, F.R.S.; Langdon Brown (1954), 
Dr. E. F. Scowen; Croonian (1955), Sir Horace Evans; Fitz- 
Patrick (1955), Dr. C. E. Newman; Watson Smith (1955), Dr. 
G. B. Dowling. 

The Baly Medal for 1953 was awarded to Dr. K. S. Lashley 
for his services to physiology and for his work on the localization 
of function in the brain. 

The Bisset Hawkins Medal for 1953 was awarded to Dr. 
W. N. Pickles for his study, while in general practice at Aysgarth, 
of the epidemiology of a rural community. 

Sir Russell Brain was reappointed the College representative on 
the governing body of the British Postgraduate Medical 
Federation. 

Membership 


The following candidates, having satisfied the Censors’ Board, 
were admitted Members of the College: C. P. T. Alexander, 
M.B., Joan Angus, M.B., B. H. Bass, M.D., Lieutenant, 
R.A.M.C., M. Bodian, M.D., B. A. Bradlow, M.D., D. G. 
Campbell, M.B., H. Cohen, M.B., D. G. Cottom, B.M., S. R. A. 
Dodu, M.B., D. M. L. Doran, B.M., A. C. Fairburn, M.B., 
Lieutenant, R.A.M.C., A. G. Freeman, M.D., A. S. Grimble, 
M.D., N. A. J. Hamer, M.B., R. Hill, M.B., J. P. T. Jaywardena, 
M.B., I. A. Kellock, M.D., T. C. K. Marr, M.B., F. J. Meagher, 
M.B., D. Mendel, M.B., Ruth D. Revill, M.D., J. R. Roberts, 
M.B., Sylvia M. Saddington, M.B., M. H. Sheard, M.B., H. C. 
Smellie, M.B., J. D. Tange, M.B., P. P. Turner, M.D. 


Licences 


Licences to practise were conferred upon 112 candidates (in- 
cluding 23 women) who have passed the final examination in 
medicine, surgery, and midwifery of the Conjoint Board and who 
have complied with the by-laws of the College: J. E. Ambrose, 
P. D. Arnold, P. J. Atkinson, A. A. Azie, Barbara E. G. Bapty, 
P. A. Barker, K. E. Barrett, N. L. Beisly, P. B. Biddell, C. E. S. 
Bill, E. D. Bird, B. Black, S. B. Boyle, M. Bray, A. M. Brill, 
J. R. Brook, Jane Buchanan, Pamela M. Butcher, V. G. Caiger, 
J. L. H. Capper, B. W. Cole, B. E. Cooke, S. Cooklin, A. G. 
Cope, I. D. Craig, H. R. Dickman, A. W. T. Eade, Helen W. East, 
B. I. F. Eminson, N. O. Eve, H. T. Fay, K. W. Giles, J. A. M. 
Goodwin, M. V. Gruchy, Jean L. Harney, J. A. Harrison, 
Pamela M. Harrison, B. D. Hick, Sheila M. Hindle, J. M. 
Hughes, D. S. Hutton, P. T. Jackson, Verna S. James, P. O. 
Jones, H. McP. Kidd, K. C. King, Margaret A. King-Davies, 
Solange M. M. Labesse, Pamela F. Lind-Smith, J. S. Lloyd, I. L. 
Loch, Gillian A. J. Lomax, D. B. Longmore, R. L. J. Lovick, 
G. P. Lowther, J. R. McNeill, D. I. Macpherson, Angela M. M. 
Manning, N. W. Marshall, G. F. Mayall, R. L. Meyrick, Audrey 
Millar, Evelyn J. Mitchell, J. B. Montgomery, W. K. C. Morgan, 
B. K. A. Muller, P. T. Nicholas, Sheila Nourse, R. E. Onwumere, 
G. Parkes, A. F. W. M. Pooler, A. T. Porritt, T. B. Priestley, C. 
Protheroe, Margaret J. Purser, C. O. Quarcoopome, Priscilla A. 
Ridge, D. P. W. Roberts, G. S. Roberts, G. F. C. Rosser, R. 
Routledge, J. W. Scopes, H. G. Scott, F. E. Shaw, Eileen M. 
Shuttleworth, M. Singh, G. F. Slocumbe, F. E. Sparshott, 
Elizabeth J. Steele, G. R. Stevenson, E. L. Stout, R. J. Sturt, 
C. Sumner, C. K. Sutcliffe, J. E. Taylor, S. H. Taylor, H. T. 
Thomas, A. D. Thursz, Naomi Turner, D. W. Warrell, Dorothy 
A. Wescott, J. T. Wheeler, L. Wilkinson, C. A. Williams, 


Jennifer M. T. Williams, G. C. E. Wilson, P. M. Wine, J. R. 
Wood, N. W. Wood, S. M. Worrall, R. W. P. Yates, W. O. C. 
Young. 

Diplomas 

Diplomas in Anaesthetics, in Child Health, in Laryngology and 
Otology, in Medical Radiodiagnosis, in Medical Radiotherapy, 
in Pathology, in Psychological Medicine, and in Tropical 
Medicine and Hygiene were granted jointly with the Royal 
College of Surgeons of England to the successful candidates 
whose names were printed in the report of the meeting of the 
Royal College of Surgeons of England held on July 9 (Journal, 
August 15, p. 400). 

Diplomas were granted, jointly with the Royal College of 
Surgeons of England, to the following successful candidates : 

DIPLOMA IN INDUSTRIAL HEALTH.—R. Bradley, G. R. Holtby, 
H. Mowschenson, R. Whitelaw. 

DIPLOMA IN OPHTHALMOLOGY.—I. Ali, Doreen A. Birks, F. H. 
Budden, B. C. Dench, R. L. Douglas, S. M. Drancz, S. F. El- 
Jarrah, O. O. F. Ffooks, Ann Garratt, S. Gebertt, G. L. Harper, 
Joan M. Hickley, T. K. Howat, H. Jackson, R. F. Jones, T. G. 
Jones, W. T. Levy, Aileen B. MacClancy, R. J. McWilliam, 
A. Majid, M. S. Nirankari, P. K. Ray, A. T. Ryan, S. M. Sadig, 
H. J. Scott, Winifred A. Sterndale-Bennett, Faye V. Tallack, 
R. E. Tingey, Sheena E. Tompkins, G. A. O'Reilly. 

DipLoMa IN PuysicaL Mepicine.—J. B. Millard, J. E. F. 
Perera, A. C. Pinkerton. 

DipLoMA IN PusLic HEALTH.—A. R. Basu, J. Belej, S. G. 
Gordon, Louise M. E. Hogg, Dorothea Koffman, C. R. A. 
Martin, I. H. C. Morton, R. D. Pearce, J. D. Pickford, Eleanor 
M. Sawdon, A. K. Sen, J. A. Slattery, W. R. Waldron, W. 
Wollen. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a meeting of the Council of the College on July 30, with Sir 
Cecil Wakeley, President, in the chair, Dr. W. D. M. Paton 
was appointed Professor of Pharmacology, and Dr. Joseph 
Bamforth Research Pathologist in the College. 

Dr. George Crile, jun. (Cleveland Clinic, U.S.A.) was awarded 
a Moynihan Lectureship. 

Mr. J. J. Jones (King’s College Hospital) was awarded the 
Handcock Prize. 

Diplomas were granted, jointly with the Royal College of 
Physicians of London, in Public Health, in Ophthalmology, in 
Industrial Health, and in Physical Medicine to the successful 
candidates whose names are printed above in the report of the 
meeting of the Royal College of Physicians of London on July 30. 

Hospitals were recognized under paragraph 23 of the F.R.C.S. 
regulations as follows: General Infirmary, Burton-on-Trent, 
revision, resident surgical officer and house-surgeon for six 
months; for casualty training, casualty officer for six months. 
Southern Hospital, Dartford, paragraph 23c, senior house officer, 
ear, nose, and throat. Queen Elizabeth Hospital, Gateshead, 
house officer (casualty) to be recognized for six months’ casualty 
training and not, as hitherto, for general surgery. Western 
District Hospital, Glasgow, redesignation, surgical registrar has 
now become senior house officer; for casualty training, junior 
hospital medical officer (casualty), for six months. Hertford 
County Hospital, surgical registrar for twelve months; two house- 
surgeons, each for six months. Western General Hospital, Hull, 
senior house officer and junior house officer, both for six months ; 
registrar for six months. Royal Northern Hospital, London, 
for general surgery, resident surgical officer for twelve months; 
two house-surgeons for six months; for casualty training, senior 
casualty officer for six months; two casualty house-surgeons for 
six months; for unspecified trainit:e, orthopaedic house-surgeon 
for six months. West Kent General Hospital, Maidstone, revision, 
two house-surgeons for six months; for casualty training, casualty 
officer for six months. Norfolk and Norwich Hospital, revision, 
for general surgery, senior surgical registrar for twelve months ; 
two general surgical registrars for twelve months; two general 
house-surgeons for six months; for casualty training, senior 
casualty officer for six months; for unspecified training, house- 
surgeon to orthopaedic department for six months. West 
Norwich Hospital, additional recognition, general surgical 
registrar for twelve months. Pontefract General Infirmary, for 
casualty training, casualty officer for six months. King’s Mill 
Hospital, Sutton-in-Ashfield, resident surgical officer (registrar) 
for six months. Hallam Hospital, West Bromwich, decennial 
revision, surgical registrar for twelve months; two house-surgeons 
for six months. , 

A name in the list of recipients of the Diploma in Laryngology 
and Otology printed in the Journal of August 15 (p. 400) was 
misspelt: S. Sytcha should read S. Sychta. 
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Poliomyelitis 

Poliomyelitis notifications (uncorrected) in the week ending 
August 15 (32nd week of the year) were as follows: para- 
lytic, 186 (181); non-paralytic, 132 (116); total, 318 (297). 
This is an increase of 21 compared with the previous week, 
the figures for which are in parenthesis. The individual 
districts which have notified 20 or more cases in the year 
to August 15, with incidences per 100,000 in parenthesis, 
are as follows: Southend-on-Sea C.B., 42 (27.85); Liver- 
pool C.B., 45 (5.69); Birmingham C.B., 50 (4.47) ; Coventry 
C.B., 97 (37.16); Leicester C.B., 28 (9.79); Lewisham M.B., 
24 (10.57); Blackpool C.B., 22 (14.94); Camberwell M.B., 
20 (11.04); Islington M.B., 22 (9.35); Bournemouth C.B., 
29 (20.87); Bristol C.B., 20 (4.51); Nottingham C.B., 21 
(6.76); Taunton M.B., 24 (69.36); St. Pancras M.B., 21 
(15.04). 

There was little change in the momentum of the seasonal 
rise during the 32nd week. The increase in the number of 
paralytic cases notified was 5 only. In recent years the 
zenith has been reached in the following weeks: 1952—33rd 
week; 1951—29th week; 1950—34th week; 1949—4Ist 
week ; 1948—39th-4Ist week; and 1947—36th week. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
nine years 1944-52 are shown thus ---- --- , the figures for 
1953 thus —————. Except for the curves showing notifica- 
tions in 1953, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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WEEKS 


Infectious Diseases 

A fall was recorded in the number of notifications of infec- 
tious diseases in England and Wales during the week ending 
August 8. The largest decreases were 857 for measles, 
from 3,587 to 2,730 ; 260 for scarlet fever, from 950 to 690 ; 
243 for whooping-cough, from 4,107 to 3,864; and 117 for 
dysentery, from 334 to 217. 

A decline in the incidence of measles was recorded in 
every area of the country ; the largest fall in the number of 
notifications was 210 in Lancashire, from 671 to 461. The 
largest falls in the notifications of whooping-cough were 89 
in Yorkshire West Riding, from 321 to 232; 80 in Essex, 
from 442 to 362; and 66 in Staffordshire, from 112 to 46; 
while the only large rise was 76 in Kent, from 187 to 263. 
A small fall in the number of notifications of scarlet fever 
was recorded throughout the country ; the largest decline 
was 61 in Lancashire, from 139 to 78. 22 cases of diphtheria 
were notified, 11 more than in the preceding week. The 
chief feature of the returns of diphtheria was a rise in Lan- 
cashire from 2 to 7. 

For the second consecutive week 3 cases of paratyphoid 
fever were notified in Worcestershire, Martley R.D. 

297 cases of acute poliomyelitis were notified during the 
week, and these were 14 more for paralytic and 13 more 
for non-paralytic cases than in the preceding week. The 
largest returns were London 34 (Greenwich 5, Islington 5) ; 
Essex 22 (Southend-on-Sea C.B. 3); Warwickshire 21 
(Coventry C.B. 10, Birmingham C.B. 6); Lancashire 20 
(Liverpool C.B. 4, Blackpool C.B. 3); Kent 18 (Dartford 
M.B. 3); Somersetshire 17 (Taunton M.B. 5, Yeovil R.D. 
3); Sussex 14; Surrey 13; Middlesex 12; Yorkshire West 
Riding 11 (Sheffield C.B. 4) ; Southampton 10 (Bournemouth 
C.B. 3, Portsmouth C.B. 3). 

The largest returns for dysentery were Yorkshire West 
Riding 30 (Bradford C.B. 10) ; Lancashire 29 (Liverpool C.B. 
11); Middlesex 24; London 23 ; Surrey 19. 

The largest outbreak of food-poisoning reported during 
the week was Southampton County (Winchester M.B. 133). 


Week Ending August 15 
The notifications of infectious diseases in England and 
Wales during the week included scarlet fever 488, whooping- 
cough 4,681, diphtheria 22, measles 2,123, dysentery 217, 
paratyphoid fever 10, typhoid fever 10, and food-poisoning 
389. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


Summary for British Isles for week ending August 8 
(No. 31) and corresponding week 1952. 


Figures of cases are for the countries shown and London administrative 
county. Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire. 

A blank space denotes disease not notifiable or no return available. 

The table is based on information supplied by the Registrars-General of 
England and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. 
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Diphtheria . . me 22; 1) 4 #1] 19° O| 11) O 
Dysentery .. 217) 23} 74, 3 93; 13) 52) 2) 2 
Encephalitis, acute. . 4 0 0 0 8§ 0 OF 0 
Enteric fever: 
Typhoid .. ee 3 Ss 0} 5 0 
Paratyphoid ... 12, O10) 0} 130 1208) 0 
Food-poisoning 415} 244 | 1 164 g 9 
Infective enteritis or | 
iarrhoea under 
2 years .. a< |} 14 33 | 19; 30 
Measles* 2,730 50) 43) 75\ 75 7,309| 944) 55) 78 268 
Meningococcal =e | 
tion ch 24 0) 9 62) 1 20 2; 10; O 
Ophthalmia neona- 
torum .. 32} OF S| OF 34, 4 20) #1 
Pneumoniat oe 235) “ is 4) 227; 13) 107; 2 
Petetyetite, acute: . ol oe 
aralytic me 1 1 > 
Non-paralytic :: 116 ne 8 lly 91) 15 ja 7 2 
Puerperal fever§ .. 12) x “10 0} «tf 227 40, 12) 3 1 
Scarlet fever 690) 40) 107; 19 28] 997| 85) 98) 20; 42 
Tuberculosis : 
Respiratory és 109} 12 96, 36 
Non-respiratory. . |} 25; 3 29 
Whooping-cough .. 3,864, 349| 430) 55| 48] 2,042, 110, 116, 60, 127 
1953 1952 
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in Great Towns a = g wa 3S | 2 
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Diphtheria . . - o of Go OF 0 | Of 0 Oo 
Dysentery .. 7“ 0 90 0 0} 0 0 
Encephalitis, acute. . 0) 0 | 0 0 
Enteric fever ne 0 0 0 0 0 90 | 0 woh 
Infective enteritis or | ‘ie 
diarrhoea under 
2 years .. ie 7 1 2 0 0 6, 5; 1 3 
Influenza... 0 0 0 0 O | 0 0 0 
Measles... da | 0 0 O |} 1 0 oO 
Meningococcal —_ 
tion. | 0 0| 
Pneumonia .. | 123) 9} 14 14, 6 123 13} | $s 7 
Poliomyelitis, acute 141 | 0 10) 1) 0 
Scarlet fever o'| ro oo / oe | 0 Oo 
Tuberculosis : | 
Respiratory 78) 7; il 1 5 95 16, 9 1 5 
Non-respiratory. . iu 1 1 1 1 1 3 1 4 
Whooping-cough .. 2) oo Oo 1 i| 0 0 2 
Deaths 0-1 year .. 193) 15| 24 6) 10 185} 27; 23 6 21 
Deaths (excluding 
stillbirths) én 4,208| 598) 502 103) 161] 4,099) 611) 440 87, 134 
LIVE BIRTHS .. | 7,414|1153| 872) 202) 336] 7,860|1178| 888) 230 385 
STILLBIRTHS .. 185; 20 28) 175} 21} 23 


























* Measles not notifiable in Scotland, whence returns are approximate. 
t Includes primary and influenzal pneumonia. 
§ Includes puerperal pyrexia. 


Medical News 


Supply of Cortisone and A.C.T.H. to Hospitals.—The 
Ministry of Health has informed certain hospitals in England 
and Wales of forthcoming changes in the scheme of distribu- 
tion made possible by improved supplies of cortisone and 
corticotropin (A.C.T.H.). A substantial part of the addi- 
tional amounts of these hormones which will become avail- 
able from the beginning of September is to be reserved for 
patients suffering from diseases in which these hormones 
may prolong life. Conditions so far included in this “ obli- 
gatory maintenance ” category are : adrenal deficiency (Addi- 
son’s disease, post-adrenalectomy state, etc.); pituitary 
deficiency (Simmonds’s disease, etc.); lupus erythematosus 
(systemic forms) ; polyarteritis nodosa ; pemphigus ; exfolia- 
tive dermatitis ; and sarcoidosis. Supplies of cortisone and 
corticotropin for the treatment of patients suffering from the 
above conditions will be available only through the hospitals 
which receive regular monthly allocations, and inquiries 
should be addressed to these hospitals. The hormones 
cannot be sent either direct to doctors or to hospitals not 
included in the Ministry’s list. 


Memoirs on Endocrinological Subjects.—The Society for 
Endocrinology has issued the first of a series of periodical 
memoirs on endocrinological subjects. It is on “The 
Thyroid Gland,” and is a record of a conference held in 
London last February jointly by the Society and the Endo- 
crinological Section of the Royal Society of Medicine. Copies 
of the memoir may be obtained from Pitman Publishers, 
Parker Street, London, W.C.2, price 5s.—3s. to members of 
the Society (postage extra). The new series will be used for 
publishing proceedings of the Society’s conferences, special 
reviews, or other material for which separate publication is 
desirable. The main object is to effect speedy publication 
in subjects which are being rapidly transformed by current 


research. 

Family Doctor.—*‘ Back to School” is the theme of a 
special section in the September Family Doctor. In the 
medical section there are articles on the obsessional person- 
ality, swollen ankles, and poliomyelitis. There is advice 
on preparing for breast-feeding, and the series on “ How 


Your Life Began” is continued. 


COMING EVENTS 

International Paediatric Congress.—The seventh Inter- 
national Paediatric Congress is to be held in Havana, Cuba, 
from October 12 to 17. The main subjects for discussion 
at the conference will be “Epilepsy in Infancy and Child- 
hood,” “Diagnosis of Congenital Malformations of the 
Heart and Great Vessels Susceptible of Surgical Treatment,” 
“Problems of the Premature Infant,” “Complications of 
Primary Tuberculosis,” and “ Metabolism and Nutrition 
Problems.” Those wishing to attend the meeting are 
requested to inform the Organizing Committee of the Con- 
gress, Hospital Mercedes, Vedado, Havana, Cuba, as soon 
as possible. 





4 





NEW ISSUES 
Archives of Disease in Childhood.—The next issue (Vol. 28, 
No. 140) will be available in a week’s time. 
Issued bi-monthly; annual subscription £3 3s., single copy 
12s. 6d.; obtainable from the Publishing Manager, B.M.A. 
House, Tavistock Square, London, W.C.1. 


BIRTHS, MARRIAGES, AND DEATHS 





BIRTHS 
Chadwick.—On August 3, 1953, at the ‘or oe Hospital, Manchester, to 
Sybil, wife of Dr. David Chadwick, a 


Hennessy. —On August 1, 1953, at the Senatey Branch, Coventry and 
Warwickshire Hospital, to Doris (formerly Drewry), wife of J. D. 
Hennessy, M.Ch., F.R.C.S., a second daughter—Karen Amy. 

Parker.—On August 10, 1953, at the Birmingham Maternity Hospital, to 
Barbara (formerly Owens), M.B., B.S., D.A., and Bernard Parker, 
M.R.C.O.G., a second son. 

DEATHS 


— %\ ity 30, 1953, at Edinburgh Royal Infirmary, Charles William 
ChB., of Carnethy, 


Badger, M.B., 
Day.—On July ‘30, 1953, a. Lionel Day, M.B., B.Ch., 


at Edinburgh, 
B.A.O., D.P.H., 1 Ray ~ am R.A.M 
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Any Questions ? 








Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 


Fats and Atherosclerosis 


Q.—What are the therapeutic implications of recent work 
showing a relationship between certain serum lipo-proteins 
and atherosclerosis? Should the management of cases of 
coronary disease be altered to take account of this work ? 


A.—For a long time it has been known that there is a 
loose relationship between a high blood cholesterol and 
atherosclerosis, but the blood cholesterol could not be 
lowered by means of a low-fat diet. Thus in cases of 
coronary disease in which a high blood cholesterol was 
demonstrated there seemed little point in advising a low- 
fat diet. The work of John Gofman, however, has thrown 
a new light on the problem, for he has shown that it is 
not cholesterol per se that matters, but certain large fat 
molecules which may be separated out by means of the 
ultra-centrifuge. He and his colleagues have further estab- 
lished that the amount of these large fat molecules in the 
blood can be lowered appreciably by means of a fat-free diet. 
Thus there is now some scientific evidence to justify advising 
patients with coronary disease to adopt such a diet, although 
statistics have not yet demonstrated that a low-fat diet does 
in fact improve the prognosis of coronary disease. 


Passive Immunity in Infants 


Q.—A gainst which of the common infectious diseases is 
an infant protected by maternal antibodies transmitted 
through the placenta, and for how long does such immunity 
generally last? Does this protection depend on the mother 
having had the disease in question ? 


A.—It is common knowledge that specific infectious dis- 
eases like scarlet fever and diphtheria among bacterial infec- 
tions, and measles, mumps and chicken-pox among virus 
infections, rarely occur in the first six months of life ; and 
this phenomenon is attributed to the passive transfer of 
antibody from mother to child via the placenta. Most of 
our precise information about passive immunity comes from 
studies on the presence and amount of diphtheria anti- 
toxin in the blood of mothers and their newborn offspring ; 
these studies have shown that the level of antitoxin in the 
infant’s blood at birth is at least as high as that of the 
mother’s. The antitoxin disappears at a regular rate from 
the infant’s blood (it is reduced to half its previous level 
approximately each month), and the time of its final dis- 
appearance naturally depends on the initial concentration ; 
ordinarily. it ceases to be demonstrable after three to four 
months. Thus this temporary immunity of the child is 
dependent on the presence of antibody in the mother’s blood 
and presumably the same holds good for other infections. 
Antibody is most likely to be present in the mother’s blood 
following a clinical attack of a systemic infection like 
measles, or repeated subclinical attacks as probably occurred 
in diphtheria when this disease was more prevalent. It is 
less likely to persist after more localized infections ; for 
example, in whooping-cough the infection is mostly of the 
respiratory mucosa and antibodies probably do not persist 
into the adult life, since Whooping-cough is one of the few 
specific infections that can occur early in infancy. It may 
be added that certain infectious diseases like infective 
hepatitis, poliomyelitis, and influenza rarely occur as typical 
clinical syndromes in infancy, but this may not mean that 
a child is insusceptible to infection by the agents of these 
diseases. 


Intrathecal Penicillin 


Q.—What is the recommended maximum dose of penicillin 
for intrathecal use in adults and in children? What risks 
attend exceeding these doses? 


A.—20,000 units of penicillin is the maximum dose 
which can be given safely by lumbar puncture in the 
treatment of meningitis in adults, and the dose by cisternal 
or ventricular puncture should be smaller. This dose pro- 
vides for concentrations in the C.S.F. which are above the 
level needed for inhibition of the pneumococcus for 24 
hours, provided there is no leakage from the theca nor a 


- subarachnoid block. In practice the usual intrathecal dose 


of penicillin is 10,000 units, Larger doses of intrathecal 
penicillin have been stated to cause convulsions and to 
increase the signs of meningeal irritation. 

For children also the maximum dose should be 20,000 
units ; for babies and small infants 10,000 units. Crystalline 
penicillin is perfectly safe in these amounts, although smaller 
doses are generally adequate. 


Vicarious Menstruation 


Q.—Does vicarious menstruation really occur, and, if so, 
what are the commonest sites? What treatment is advised 


for it? 


A.—Extragenital tissues cannot behave exactly as does 
endometrium, but some do occasionally bleed cyclically in 
relation to ovarian function, and in that sense vicarious 
menstruation is a real clinical entity. It is nevertheless rare, 
and this is particularly true of the substitutional type where 
the extragenital bleeding replaces uterine bleeding. Vicari- 
ous menstruation is mostly supplementary to uterine loss 
and takes the form of epistaxis in at least 30% of cases, 
the epithelium over the inferior turbinate bones being readily 
influenced by oestrogen. The commonest site after the nose 
is the alimentary tract, particularly the stomach. Other less 
common sites for bleeding are the lungs, breasts, gums and 
lips, kidneys, skin, retina, and conjunctiva. Vicarious 
menstruation is more likely to be seen at the two 
extremes of menstrual life and in hysterical and neurotic 
subjects. 

It is always necessary to exclude a primary blood disorder 
and also a local organic cause for the haemorrhage. If 
none is found and unless the bleeding is heavy and uncon- 
trollable, no special treatment is necessary. If the bleeding 
site is accessible—for example, the nose—cauterization is 
sometimes indicated. Empirical treatments advised include 
the administration of calcium and vitamin C or K. In very 
exceptional cases, as for example when retinal haemorrhages 
threaten sight, suppression of ovarian function might have 
to be considered. 


Car Sickness in Small Children 


Q.—W hat is the best way of preventing, and, if necessary, 
treating, car sickness in small children ? 


A.—Car sickness, like sea sickness and air sickness, may 
affect children at any age—even earliest infancy. Although 
there is undoubtedly a psychological element in many cases, 
its occurrence in infants shows that it has also an organic 
basis. Much of the success (and failure) of many of the 
remedies used is due to the psychological effect or approach. 
To judge of the real value of any remedy, therefore, its 
effect in early infancy must be assessed. On the whole, best 
results have followed the use of an antihistaminic. Dimen- 
hydrinate (‘“dramamine”), promethazine hydrochloride 
(“ phenergan ”), and mepyramine maleate (“ anthisan ”) have 
all proved extremely effective. Clearly they are better used 
prophylactically than therapeutically. 

Treatment of car sickness involves stopping the car and 
allowing the child to get out in the fresh air; An open 
window or roof, attention to the exhaust system of the car 
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to ensure freedom from noxious fumes, equal and adequate 
pressure in the tyres, and care in cornering are all factors 
which may help in preventing car sickness. In older children 
, reading while the car is in motion is sometimes responsible 
for nausea, which may proceed to emesis. Vomiting is less 
common when the child is sitting in the front seat. In 
the case of small children, if the journeys involved are short, 
the children should be allowed to stand on the seats and look 
out of the front windows. For long journeys, a good meal 
taken shortly before starting, together with a dose of anti- 
histaminic appropriate to the child’s age, may be sufficient 
to promote drowsiness, and the journey may be begun with 


the child lying down comfortably on the back seat and going 


quietly to sleep. 


Lice in Prison 


Q.—As medical officer to a prison I am concerned with 
the problem of preventing the spread of lice of all varieties. 
Normally we expect to admit an average of three prisoners 
with pediculosis pubis daily plus a not always ascertainable 
number of cases of pediculosis corporis and capitis. We iso- 
late these cases until treatment is complete. The present 
procedure with regard to prisoners’ clothing is that all except 
blue suits goes through the steam disinfector. The blue suits 
are sprayed with liquid D.D.T. and kept in a special room 
which is sprayed with D.D.T. daily. This is because the 
suits turn brown when treated in the steam disinfector. Are 
these precautions adequate ? 


A.—Human body-lice spend nearly all their time on the 
undergarments, especially those next to the skin. Only in 
exceptionally heavy infestations is more than an occasional 
stray louse found on an outer garment such as a serge suit. 
It is therefore satisfactory to apply a residual insecticide, 
such as D.D.T., to the undergarments only ; sooner or later 
the lice are bound to be contaminated. 

The procedure described in the question appears quite 


adequate. However, several points call for comment: (1). 


The temperature required to destroy insect life is much 
lower than for many bacteria. The eggs of lice are killed by 
exposure to 54° C. for five minutes, or 50° C. for half an 
hour. Higher temperatures or longer exposures are, of 
course, necessary in practice, to allow the heat to penetrate 
the garments. Correct exposure could be determined by 
experiment and would almost certainly be below the level 
causing damage to blue suits. (2) “ Liquid D.D.T.” is pre- 
sumably D.D.T. dissolved in kerosene. Neither in solution 
nor as a powder is D.D.T. lethal to nits, though it may 
persist long enough to kill the young louse on hatching. 
(3) In other parts of the world, strains of lice immune to 
D.D.T. have been reported, and it is important to look out 
for this phenomenon here. These resistant lice may survive 
an exposure of 24 hours to 10% D.D.T. powder. 


Anaesthesia in E.C.T. 


Q.—Is an anaesthetic really necessary for electro-convul- 
sion therapy ? 


A.—In electro-convulsion therapy some retrograde amnesia 
is the rule and patients rarely have any unpleasant memory 
of the previous treatment. There is therefore little need 
for an anaesthetic in these circumstances. However, it 
is now common practice to “soften” the convulsion by 
the previous administration of a relaxant. In the case of 
curare and gallamine triethiodide (“flaxedil”), if these 
drugs are given in a dose just sufficient, say, to make 
snapping of the finger a little difficult, no anaesthetic is 
really necessary. When, however, succinylcholine chloride 
(“ scoline”) or “ brevedil” is used, the fibrillary twitchings 
which precede the muscular paralysis may be quite un- 
pleasant, and the previous injection of a little thiopentone 
becomes necessary. An average dose of thiopentone for a 
healthy male would be 0.2-0.25 g., followed immediately 
by the succinylcholine, after which the convulsion is induced. 





Sweating in Shock 
Q.—Why do shocked patients sweat? 


A.—Sweat glands are innervated, anatomically, by the 
sympathetic nervous system, although there is doubt as to 
whether the physiological transmitter at the post-ganglionic 
nerve ending is acetylcholine or noradrenaline.’ Shock is 
associated with a reduced circulating blood volume, and, as a 
compensatory measure, vasoconstriction of the cutaneous 
blood vessels is induced by intense sympathetic overactivity. 
Although teleologically unfortunate, this efferent sympathetic 
discharge also involves the fibres supplying the sweat glands 
and results in the characteristic pale, moist skin of the 
shocked patient. 

REFERENCE 


1 Barnet, A. J. (1951). Nature, Lond., 167, 482. 


NOTES AND COMMENTS 


Beeswax.—Mr. C. C. TonsLey (Editor, British Bee Journal) 
writes: My attention has been drawn to the item ‘“ Beeswax ”’ 
(“* Any Questions ? ” August 1, p. 296). While I do not disagree 
with the answer generally which is supplied to the question, 
I would like to remedy one error which has been stated. In 
modern beekeeping paraffin wax combs are not given to the bees. 
If anything but beeswax were offered to bees they would immedi- 
ately tear it down and build natural comb in its place. Experi- 
ments with which I have been associated, where both plastic 
and metal combs were given to the bees in an effort to get them 
to use them, resulted in the bees first coating either the plastic 
or the metal with a thin layer of beeswax before using them, 
and unless crowded for space they ignored them. In America 
there is what is called a three-ply foundation made which is given 
to the bees to draw out into combs. This, however, consists of 
two outer sheets of pure beeswax with a thin sheet of carnauba 
wax sandwiched between. The bees draw this outer beeswax 
into their comb but they do not reach the midrib of vegetable 
wax. 


Vaccination in Pregnancy.—Dr. NorMAN TAyYLor (Geneva) 
writes: The question recently asked on vaccination in pregnancy 
(July 25, p. 235) did not include reference to the dangers of 
yellow fever inoculation during pregnancy, as these two opera- 
tions are nowadays so often required together and urgently. I 
presume, on theoretical grounds, since they are both live vaccines, 
both are equally capable of producing undesirable consequences. 


Our Expert writes: Although yellow fever vaccine consists of 
living virus, there is no evidence of its producing any toxic effects 
in a pregnant woman, and therefore there is no contraindication 
to its administration during pregnancy. 


Isopropyl Alcohol.—The Isopropyl Alcohol Regulations, 1927 
(“ Any Questions ? ” July 11, p. 108), which govern the use of 
the substance, were suspended in August, 1950. They have not 
been annulled and therefore, if necessary, could be reimposed. 


Corrections—In the review of Operative Thorakoskopie 
(Journal, August 1, p. 265) it was stated that Jacobaeus was a 
Croatian surgeon. He was, in fact, Swedish. 


The reference to Dr. E. Parry Jones in Mr. H. Vincent 
Corbett’s letter in the Journal of August 8 (p. 340) was 
to his book, Kielland’s Forceps (1952, Butterworth, London), and 
not to his letter which appeared in the Journal of June 6 
(p. 1278). 
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